THE MEDICAL JOURNAL OF AUSTRALIA 


L—18ru Year. 


SYDNEY, SATURDAY, MAY 9, 1931. 


No. 19. 


ORIGINAL ARTICLES— 


“The Diagnosis and Treatment of Some Common 
Obstetric Abnormalities,” by J. C. WINDEYER, 
M.D., Ch.M., F.C.S.A. .. 551 

“The Clinical Importance of ‘Certain Chemical 
Constituents of the Blood,” by F. S. HANSMAN, 
M.B., Ch.M., M.R.C.P. .. 560 

“Diseases of the Gall Bladder,” by Sr. . Ww. 


DanseEy, M.B., Ch.M. 563 
“Valve-Rectified x Ray Machines,” by J. G. 
Epwarps, M.B., Ch.M. .. .. 
REPORTS OF CASES— 
“Lymphosarcoma of the Neck,” Wes C. BICKERTON 
Biacksurn, M.D., Ch.M. .. . .. 565 
REVIEWS— 
Medicine in Summary . 565 
Radiological Examination of the Chest in 


LEADING ARTICLES— 
Rest, Work and Play . 567 
CURRENT COMMENT— 
Malnutrition é .. 568 
Carbuncle of the Kidney .. 569 
ABSTRACTS FROM CURRENT MEDICAL 
LITERATURE— 
Surgery . 570 


Table of Contents 


[The Whole of the Literary Matter in THE MEDICAL JOURNAL OF 


PAGE. 


AUSTRALIA is Copyright.) 


SPECIAL ARTICLES ON DIAGNOSIS— Pace. 

Chronic Lead Poisoning .. 572 
BRITISH MEDICAL ASSOCIATION NEWS— 

Scientific . 575 

Nominations and Elections ae . 575 
MEDICO-LEGAL— 

Eady versus Finley . 576 
MEDICAL SOCIETIES— 

Melbourne Pediatric Society ... .. . 583 
OBITUARY— 

Stanley James Docker Read . 589 

David Grant P . 589 
CORRESPONDENCE— 

Scarlet Fever -. 589 

Poliomyelitis .. .. 589 

The Vernes Test as "Applied to Syphilis is . 589 
BOOKS RECEIVED . 590 
DIARY FOR THE MONTH .. .. 590 
MEDICAL APPOINTMENTS VACANT, ETC. . 590 


MEDICAL APPOINTMENTS: IMPORTANT NOTICE 590 


EDITORIAL NOTICES - 590 


THE DIAGNOSIS AND TREATMENT OF SOME 
COMMON OBSTETRIC ABNORMALITIES." 


By J. C. Winpeyer, M.D., Ch.M. (Sydney), F.C.S.A., 
Professor of Obstetrics, The University of Sydney. 


If it is important to be in the world at all, and 
most of us act as if it were, the manner and safety 
of our entrance are surely a first consideration. 
(Professor W. W. Chipman, Montreal.) 


Ir is my intention to consider some aspects of 
three of the common abnormal conditions met with 
in the practice of obstetrics: First, occipito-posterior 
positions ; secondly, disproportion between the feetal 
head and the pelvic brim; thirdly, pelvic presenta- 
tion. In each of these conditions a good deal of 
investigation has been carried on within recent 
years as regards the results of the abnormality both 


1Read at a meeting of the Net Bis Branch of the British 
Medical Association on November 12, 1930. 


to mother and feetus, and in each of them certain 
lines of treatment, either antenatal or intranatal, 
have been stressed. These lines of treatment 
depend not only upon the correct antenatal diag- 
nosis of the condition or conditions present, but 
also at times upon a careful consideration of the 
processes of birth. 


Occipito-Posterior Positions of the Vertex. 


An occipito-posterior position of the vertex is the 
commonest complication of labour and it may tax to 
the utmost the patience, judgement and skill of the 
obstetrician, and it is not infrequently attended 
with serious consequences both to mother and child. 

The excessive morbidity and mortality are due 
to two main causes: (i) The mechanical dis- 
advantages due to the malposition itself, (ii) failure 
on the part of the practitioner to recognize the cause 
of the delayed labour before applying forceps. 
There is little doubt that it is this non-recognition 
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of the’ abnormal position which more commonly ° 
— to.serious damage to both the mother and the 
infant. 

Antenatal diagnosis is most important and 
before labour sets in abdominal examination is — 
necessary for diagnosis. I have found the most 
satisfactory method of diagnosis to be as follows: 
When palpating the abdomen, first of all make sure 
that the lie of the child is longitudinal by placing 
the hands one on either side of the uterus and by 


noting that the long diameter of the uterus~is™|-----~ 


vertical and not transverse, 

If the lie is longitudinal, one should attempt to_ 
map out what is usually the most easily recognized 
part of the fetus, that is, the broad curved 
continuous resistance of the fetal back. 

Sit or stand on the right side of and facing the 
patient and lay the hands on the sides of the 
abdomen, the tips of the fingers at the level of the 
umbilicus. With the right hand palpation is carried 
out first over the left anterior aspect of the uterus 
from the umbilicus towards the loin, where the 
broad, curved resistance of the back is found in 
70% of left occipito-anterior presentations (see 
Figures I and IT). 


Diagram illustrating the first step in 
the detailed examination. Hands laid 
on the abdominal walls, Be of fingers 
at level of umbilicus. eft occipito- 
anterior positions the right hand meets 
with more resistance. 


If the back cannot be located in the left anterior 
portion of the uterus, it will most commonly be 


found well out towards the right flank by the left 


hand, as palpation is carried out with it laterally 
from the umbilicus, as the right occipito-posterior 
position occurs in 20% of cases and in this position 
the irregular resistance of the limbs will be felt 
over the left anterior portion. One should trace the 
resistance of the back upwards to the fundus. A 
broad, continuous resistance traced right up to or 
across the fundus indicates a ‘breech up there, 


neck. The’ resistance of the back traced forwards 
at the level of the umbilicus will be found to come 
close up to the middle line in occipito-anterior 
presentations, whereas in occipito-posterior presen- 
tations the resistance is felt further out towards 


Figure II. 
Diagram illustrating the first step. 
The arrows indicate the directions 
in which the examiner palpates in 
order te map out the broad, con- 
tinuous convex resistance of the 
foetal back. 


the loin. The foetal back thus gives us important 
information as to position and presentation. 

Next, turn and face the patient’s feet, trace the 
resistance of the back from the level of the 


Figure III. 
Diagram illustrating the second step. 
The arrow indicates the direction .in 
which the examiner palpates in order 
to map out the anterior shoulder. 


umbilicus downwards till it disappears or becomes 


deeper at the groove of the neck and below this one 
feels the firm resistant head (see Figures III and 


whilst the head is recognized by the groove at the 
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IV). The anterior shoulder is recognized as follows: 
Place the corresponding hand over the baek, trace 
its resistance downwards, then bend the fingers 
into the groove of the neck and carry out palpation 
apwards till the top of the shoulder is felt; note 


Ficure IV. 

Diagram illustrating the second step. 

The left hand placed over the fetal 

back, the fingers flexed and palpating 

upwards to map out the top of the 
anterior shoulder. 


the level above the symphysis and the distance from 
the mid-line at which it is felt. As the upper arm 
is sometimes at right angles to the body and hence 
on the same level as the shoulder, the top of the 
shoulder is reckoned as being 1-25 centimetres (half 
an inch) from the back of the foetus (see Figure V). 
In anterior positions of the occiput the shoulder is 
close up to the mid-line, whereas in posterior 
positions it is usually 7:5 centimetres (three inches) 
away from it. 


Figure V. 
Photograph of the right hand palpating 
shoulder the occipito-anterior 
position. The head has not engaged. 


With the head floating above the brim, the top of 
the shoulder is 10-0 to 12°5 centimetres (four to 
five inches) above the symphysis, whereas with full 
engagement it will be felt about 5 centimetres (two 
The shoulder before 


inches) above the symphysis. 


labour commences may be between 5-0 and 125 
centimetres (two and five inches) above the top of 
the symphysis, varying with the amount of dascent 
of the head into the pelvis. 

One can verify cne’s diagnosis of the position of. 
the head in those cases in which the head is not 
fully engaged in the brim by placing an index finger 
on either side of and 3-75 centimetres (one and a . 


Figure VI. 

Photograph illustrating the left hand 

palpating the anterior shoulder in a left 

occipito-posterior position. The head has 

not engaged. 

half inches) from the mid-line and simultaneously 
sinking them backwards until they meet with the 
resistance of the head ; the deeper resistance indicates. 
the oblique diameter of the brim in which the head 
is lying. Sometimes there is difficulty in palpating 


Figure VII. 

Photograph of the left hand palpating 

anterior shoulder in the left occipito- 

anterior position. The head is engaged. 

The right thumb nail indicates the top 

of the symphysis. 

the foetal back and if there is, this manceuvre may 
be of great assistance. For example, if the head is 
felt to be lying in the right oblique diameter, the 
position must be either left occipito-anterior or right 
occipito-posterior ; and if the back is not felt under 
the left anterior portion of the abdominal wall, it 


i 
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must be out towards the right flank. With an 
oecipito-posterior position diagnosed before labour 
sets in and if the head be not engaged, rectification 
into an anterior position by Buist’s method of pads 
and an abdominal binder should certainly be 
attempted. 


Figure VIII. 
Diagram illustrating the third step. 
The fingers ascertain the oblique 


diameter of the pelvis in which the 
fetal head lies. Here the deeper 
resistance on the right shows that 
the head is lying in the right oblique 

iameter. 


If the attempt should be successful, and it usually 


is, the difficulty in engagement when the occiput is 
posterior disappears and in addition the further 
risks of premature rupture of the membranes, slow 
dilatation of the soft parts and a possibly obstructed 
labour are removed (see Figure IX). 


Ficurs IX. 
Photograph showing spots placed over 


the anterior shoulder. The upper one 
indicates a_ right occipito-posterior 
position with the head disengaged. 
The lower one on the left indicates a 
left occipito-anterior position with the 
head almost fully engaged. The thumb 
nail indicates the level of the top of 
the symphysis. Buist’s method of 
rectification had been used for six hours 
between the two examinations. The 
patient was not in labour. 


If the head be found to be engaged before labour 
has commenced, it is evident that the abnormal 
position has not caused any disproportion at the 
brim. 


Full flexion of the head is almost certainly 


present and normal delivery will ensue (see Figure 
X). During labour one can estimate the descent 
of the head by the level of the anterior shoulder 
above the symphysis and one can also tell if anterior 
or posterior rotation is occurring by noticing 
whether the anterior shoulder is coming forward 
towards the mid-line or going backward towards the 
iliac fossa. When, however, the patient has not been 
seen until late during labour and when frequent 
uterine contractions interfere with and may prevent 
diagnosis by palpation, one may have to depend on 
vaginal examination for diagnosis. I wish to stress 
the importance of a correct diagnosis before the 
forceps are applied; failure to do so is the cause 
of much maternal and fetal trauma with consequent 
morbidity or mortality. 


Figure X. 
Photograph showing successive markings of 


the anterior shoulder. The head was in the 
right occipito-posterior position at the com- 
mencement of labour. The spots indicate 
anterior rotation during the descent of the 
head through the pelvis. Labour began at 
2 a.m. on February 2, 1926. The highest spot 
was applied at 11 a.m.; the head had engaged 
' partly. The second spot was applied at 8.30 
p.m., when the cervix was dilated to admit 
the passage of two fingers. The third spot 
was applied at 10.30 p.m. The fourth spot 
was applied at 4.15 a.m. on February 3, 1926; 
the membrane had ruptured. The fifth spot 
was applied at 4.50 a.m. At that time the 
head was palpable through the perineum. 
The fetus was born at 5.10 a.m. 


If the diagnosis is doubtful owing to the sutures 
and fontanelles being masked by the formation of 
a caput succedaneum, the examining finger should 
be passed on behind the head and the posterior ear 
located. 

The diagnosis being made, one can, if indications 
for interference be present, manually flex and rotate 
the head with the hand in the vagina and push the 
anterior shoulder across with the external hand and 
then apply forceps. 

It may be necessary to rotate the shoulder as well 
as the head by means of the hand in the vagina by 
passing the fingers posteriorly beyond the head and 
pushing the posterior shoulder across to the opposite 
side of the promontory before the head will remain 
in the required position. 

This rectification of the attitude and position of 
the head before application of the forceps does 
away with the two great risks of the occipito- 
posterior position, first, forcible extraction with 
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the fetal head partly extended and consequently 
with larger diameters engaging, and, secondly, the 
risk of the forceps slipping suddenly off the head 
whilst forcible traction is being applied. The latter, 
judging by the failed forceps cases that I have been 
called on to treat most frequently, occurs when 
forceps are applied before the head has become 
engaged in the brim. 


In regard to treatment of occipito-posterior pre- 
sentations, Douglas Miller, of Edinburgh, has 
recently analysed a series of 750 cases“) and has 
formed the opinion that one can recognize in a 
large proportion in the earlier stages of labour 
indications that trouble will arise in delivery; and 
if these indications are noted, one should interfere 
before the mother is exhausted by hours of suffering 
and fatigue and the life of the foetus is in danger. 


The indications are those of faulty flexion, 
namely: (i) Early rupture of the membranes, (ii) 
slow engagement of the head in the brim of the 
pelvis, (iii) hearing the foetal heart not only in the 
flank, but also in the opposite anterior lower quad- 
rant of the abdomen. In the deflexed attitude the 
child’s chest is thrown forward towards the mother’s 
anterior abdominal wall. 


In Miller’s series of cases there were 141 in which 
two or more of these signs were present and in 
81% of these the occiput remained posterior. 


On the other hand, the normal mechanism was 
observed in more than 90% of cases in which the 
head engaged normally and the membranes remained 
intact till dilatation of the cervix was nearly com- 
plete. He recommends that, when the above indica- 
tions of faulty flexion are present, manual rotation 
of the head with external rotation of the shoulder 
should be performed as a routine at or near the 
commencement of the second stage of labour. I 
have found that deflexion and arrest of descent can 
usually be detected by abdominal palpation. 


The diagnosis of deflexion depends upon the recog- 
nition of the levels of the occipito-nuchal junction 
and the chin. With a well flexed head the chin will 
be felt to be about 3-75 centimetres (one and a half 
inches) above the level of the occipito-nuchal junc- 
tion; when the head is deflexed, and depending upon 
the degree of deflexion, the level of the chin will be 
closer to the level of the occipito-nuchal junction. 


The method I use in estimating the attitude of the 
fetal head (Figure XI) is as follows: Face towards 
the patient’s feet. Place the hand corresponding to 
the back of the foetus along the back with the finger 
tips at or just above the level of the anterior 
shoulder, press the head inwards so that the palmar 
‘surface is in contact with the back. Push the hand 
towards the foetal head rather quickly and the finger 
tips will make sudden contact with the occiput as 
- it juts out from the back of the neck. Keep the 
finger tips at this level. Palpation is carried out 
with the hand corresponding to the face of the 
child, from below upwards along the face of the 
child, and the resistance of the face is traced 


upwards as far as possible; the level of the highest 
resistance is compared with that of the other finger 
tips which mark the occipito-nuchal junction. 

In the great majority of cases there is no difficulty 


in making an estimation of the degree of flexion 
of the fetal head (Figure XII). 


Bee 


Figure XI. 
Showing method of diagnosis of the attitude of the fcetal head. 


Arrest of descent can be detected by noticing the 
level of the anterior shoulder, as mentioned above, 
at varying periods during labour. , 


Some delay during labour is commonly experi- 


enced when the occiput is posterior, but unless 
indications for interference arise, the management is 


Figure XII. 
Photograph to illustrate the method of palpation 


of the levels of the chin and occiput in left 
occipito-posterior positions before engagement 
of the head. In this case the head was not fully 
flexed and the chin was only about 2-5 centi- 
metres (an inch) above the level of the occiput. 


as indicated in the accompanying picture (Figure 
XITI)., This was sent to me some years ago by a 
general practitioner, since deceased, who was an 
expert obstetrician as well as an accomplished 
artist with a ready wit. 
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Disproportion between ys ne Head and the Pelvic 
rim. 

Disproportion between the fetal head and the 
pelvic brim is a fairly common condition and one 
that necessitates careful consideration, if satis- 
factory maternal and fetal results are to be 
obtained. Fortunately we do not have many of the 
marked degrees of contraction of the brim amongst 
Australian-born women, but the minor degrees are 
fairly common; and, what amounts to the same 
thing, oversize of the fetus due to over-develop- 
ment or post-maturity is a not uncommon cause of 
disproportion. 


The — 


Ficurs XIII. 


“Both these poets must have had future 
generations of a and their ‘medicos’ 
n view.” 


These conditions may cause much maternal 
damage and fetal trauma resulting in still-birth, 
neonatal death or permanent disability, and 
incidentally they may cause many anxious and 
laborious moments for the attending practitioner. 


How can we best deal with these abnormalities? 
Let us consider the cortracted pelvis first. There 
is not the slightest doubt that an estimation of the 
diameters of the pelvis should be performed in all 
primipare and in multipare with a history of 
previous normal labours. This estimation should 
be made as early during pregnancy as possible. If 
any abnormality is detected or suspected, the 
patient should be watched for signs of disproportion 
between the head and the brim during the last six 
to eight weeks of pregnancy, otherwise one may be 
faced with a degree of disproportion which will 
necessitate either a craniotomy or a Cesarean sec- 
tion, whereas, if the patient is watched as suggested, 
one may be able to pick a suitable period for a 
successful induction two to six weeks before the 
expected date of confinement. 

The method of arriving at a decision as to the 
correct time for induction will be described later 
on when we have considered over-development or 
post-maturity of the foetus, as the method is similar 
in all types of disproportion at the brim of the 
pelvis. 


Secondly, let us consider the cases in which the 
disproportion is due to oversize of the passenger 
and not to undersize of the passages. We do not 
know why some women habitually give birth at 
term to children that are much above the normal 


-in size and weight, or why some do it only occasion- 


ally, and there is no known method of regulating 
the size of the offspring. It is unfortunate that 


elderly primipare tend to give birth to oversized | 


male children and therefore their first and possibly 
their only pregnancy ends disastrously. Further, 
we do not know why some pregnancies tend to be 
prolonged beyond the normal term of forty weeks 
from the commencement of the last menstrual 
period. 

What we do know is that in these prolonged preg- 
nancies the fetus tends to be above the normal in 
weight and the bones of its skull are-unduly ossified, 
so that there is not only difficulty in birth from the 
size of the head or shoulders, but also from the 
fact that the unduly ossified head will not mould 
so readily. 

The post-mature fetus has a higher intranatal 
and neonatal mortality than the more fortunate 
normal sized, full term fetus. The only rational 
method of dealing with these two types of cases is 
to interfere and bring on labour when the fetus 
shows signs of becoming too large. 

The antenatal examination three weeks before 
full term should never be omitted and it should 
include a diagnosis of the lie, presentation and 
position of the foetus, an estimation of the relative 
size of the head and the brim of the pelvis and an 
estimation of the size of the foetus. 

I always examine patients six weeks before term 
as well, as one gets a better idea as to the rate of 
development of the fetus. The examination three 
weeks before term in the case of patients who have 
normal pelves, is early enough to detect commencing 
oversize of the foetus, as it puts on weight rapidly 
during the last three weeks. 

If at the thirty-seventh week the foetus shows no 
signs of disproportion, then one should examine 
again not later than a week after the due date 
where the pregnancy is prolonged, and if dispropor- 
tion is developing induction is indicated. 

How can we best test the relative size of the 
fetal head and the brim of the maternal pelvis? 
The text books recommend the use of Munro Kerr’s 
method. There are certain disadvantages in carry- 
ing out this method. They are, first, that it is 
generally necessary to have the patient anesthetized 
and, secondly, that vaginal manipulation adds to the 
risk of sepsis. 

A method which I have used for many years, and 
which I will demonstrate to you by means of 
diagrams, has been of great service to me in making 
an estimation of the relative size of the head and 
the brim, and in deciding what cases are suitable 
for induction or a trial labour or what cases require 
Cesarean section. 

The method is as follows: After having by palpa- 
tion mapped out the lie, presentation and position 


(a) Ps. as 
Long 
slot 
| 
| 
| 
| 
tl 


May 9, 1931. 


MEDICAL JOURNAL OF AUSTRALIA, 


of the foetus and also estimated the level of* the 
“anterior shoulder, thus indicating the degree of 
‘engagement, if any, particular attention is paid to 
‘the head. 

One grasps the head with the fingers and thumb 
- of the left hand in such a way that one is able to 
press it backwards towards the promontory of the 


Ficure XIV. 


Photograph to show the second method of 

estimating the relative size of the head and 

the brim. The left hand attempts to push 

the head into the pelvic brim and steadies 

it, whilst the right hand estimates the 
relative sizes. 


sacrum and downwards towards the brim of the 
pelvis. It is steadied in this position whilst the right 
hand, with fingers fully extended and pointing 
downwards, is placed flat on the lower part of the 
abdomen, the tips of the fingers being about 2°5 
centimetres (an inch) above the symphysis.and their 


Figure XV. 


Photograph to show the first method of 
estimating the relative size of the head 
_ and the brim. The two hands are 
pressed on to the resistance of the head 
and slide down and feel if there is over- 
lapping of the top of the symphysis. 


palmar surfaces are pressed firmly backwards 
against the most forwardly projecting portion of the 
foetal head, the hand then slides downwards towards 
-the brim of the pelvis and parallel to the axis of 
the brim (Figure XIV). 


If the head is partly engaged, one may place both 
hands over the lower part of the abdomen, as in 
Figure XV, and the two hands slide down towards 
the brim, as in the last method. One should feel 
for overlapping in the mid-line and on both sides 
about five centimetres (two inches) from the 
mid-line. 


URE XVI. 
Diagram to illustrate the head engaged 
with plenty of room in the brim. 


The four diagrams indicate better than words 


| what one finds in different cases. 


In the first (Figure XVI), with plenty of room, 
the fingers will go in between the head and the top 
of the symphysis, even after the head is fully 
engaged. 

The second (Figure XVII) indicates a common 
condition found after engagement; there is no dis- 
proportion, but the head fits tightly into the brim. 
The fingers cannot be pushed into the pelvis. 


Diagram to illustrate the head 
engaged ; tight fit. 


The third (Figure XVIII) indicates slight dis- 
proportion, the head is not engaged and cannot be 
made to engage, and the tips of the fingers in sliding 
down off the most forwardly projecting part of the 
head impinge on the ridge of the top of the pubic 
bones, that is, the head overlaps by half the thick- 


i) ness of the pubic bones, roughly six millimetres (a 
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‘quarter of an inch). A head with this amount of 
- overlap will usually mould sufficiently to come 
_ through without eny great deal of trouble, unless 
the head is unduly ossified, as in the case of post- 
maturity; therefore, in such cases it is preferable 
‘to induce labour before this stage of <—o dis- 
proportion is reached. 


XVIII 
Diegeam to illustrate a slight dispro- 
portion between the fetal head and 
the pelvic brim. The tips of the fingers 
* impinge on the top of the symphysis. 


The fourth (Figure XIX) indicates a marked 
_ degree of overlap, the tips of the fingers slide off the 
head on to the front of the pubic bones, the degree 
of overlap is thus 1-25 centimetres (half an inch) 
or more. Such patients should have Cesarean 
section performed, preferably after labour has lasted 
long enough to produce some dilatation of the 
cervix. 


Figure XIX. 
Diagram to illustrate a 
between the size Ae the fetal head and the 


at disproportion 


head completely overlaps 
the: top “of the symphysis. 


' Estimation of the Size of the Fetus. 
If one makes a habit of estimating the size of 
the fetus when one is palpating the uterus, one 
- finds in a short time that one can make a reasonably 
‘good guess as to the weight of the fetus. 
. Mensuration is of use when one is considering the 


pelvic brim 


induction of labour. If the breech as measured with 


the pelvimeter is 27-5 centimetres (eleven inches) 
above the top of the symphysis, the foetus is.certainly 


of average dimensions ; this measurement varies with 
the depth of descent of the head into the pelvis. 
If the head is fully engaged and the breech is 27°5 
centimetres above the symphysis, the child is longer 
than normal, 

I always approach with fear and tnepitation the 
woman who has been in labour for some consider- 
able time, when the breech is found to be 32°5 centi- 
metres (thirteen inches) above the top of the 
symphysis. 

There are a considerable number of women in 
whom it is impossible to forecast the result of 
labour even after detailed examination; one cannot 
forecast the extent to which the head will mould 
nor the extent to which the pelvic joints will stretch. 

In all cases in which a Cesarean section is not 
definitely indicated, one should allow the woman to 
have a trial labour, and one will find that in a very 
large proportion Nature will overcome the difficulty 
and a natural delivery will take place. ' 


Noting Progress of a Trial Labour. 

In women who are undergoing a trial labour for 
disproportion due to any cause, progress of the 
labour may be noted by means of the level of the 
anterior shoulder as is evidenced by the two photo- 
graphs reproduced in Figures XX and XXI. 

Figure XX shows the findings when trial labour 
was followed by non-descent and in which Cesarean 
section was performed. 


Illustrating successive markings of the anterior 
shoulder in a trial. labour. e head was not 
engaged and overlapped half the thickness of 
the symphysis at the commencement of labour; 
the upper black spot indicates the position of 
,, , the. shoulder; at this stage it was 10 centi- 
’ metres (4 inches) above the symphysis (indicated 
by the black line); the two lower spots indicate 
the descent of the shoulder during labour. 


Figure XXI shows the findings when trial labour 
was followed by descent and natural delivery 
occurred. 

‘What may happen in these cases of trial labour? 


‘If the head can commence to descend into the pelvis, 


that is, when the overlapping is not too pronounced, 
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first, the foetal head will undergo a varying degree 
of moulding, and, secondly, the. wedge-shaped head 
will produce a varying degree of separation of the 


symphysis. 


Figure XXI. 


Illustrating non-descent of the shoulder in a trial 

labour. The shoulder (marked by black spot) 

_ remained eleven and a quarter centimetres (four 

and a half inches) above the symphysis; the 

cubes of the brim persisted and therefore 
wesarean section was performed. 


In a recent study, reported in the American Jour- 
nal of Obstetrics and Gynecology of February, 1928, 
by Brehm and Weirauk, .X ray pictures of the 
symphysis pubis were taken before and just after 
delivery. In a total of 54 cases 24 showed no separa- 
tion, 15 showed slight separation (0-5 to 0-9 centi- 
metre), 13 showed moderate separation (0-9 to 2-5 
centimetres), whilst one’ showed pronounced 
separation (over 2°5 centimetres). 

During labour Walcher’s position is not used as 
. Often as it might be in the presence of dispropor- 

tion at the brim. If disproportion is diagnosed this 
position should certainly be used. 


Pelvic Presentations. 


The diagnosis of a pelvic presentation by abdom- 
‘inal palpation and auscultation is usually a simple 
matter. As a breech birth is much more dangerous 
to the fetus than a head-first birth, one should 
always attempt external version before labour sets 
in, three weeks before the expected date is said to 
be the most advantageous time for the operation. 
Gibberd, however, states?) that in a series of 107 
versions between the thirty-second and thirty-third 
weeks 6% recurred, whilst out of 72 performed after 
the thirty-fifth week 85% recurred. He therefore 
recommends version early rather than late. 

The method of performing external cephalic 
version in breech presentations merits a more 
detailed description than is often given to it. I 


quote from one of the recognized text books as 
follows: 

Having anesthetized the patient, the exact position of 
the child is carefully determined by palpation. A hand is 


then applied over each pole of the fetus and the fetus 
is pushed and pulled round until the head presents. 


This to me sounds like a rather too energetic 
operation and in the vast majority of cases much 
more gentle manipulation without any anesthetic 
will painlessly persuade the feetus to change from 
a podalic to a cephalic presentation. Most of the 
text book diagrams illustrating the methods of 
external version would seem to indicate that the 
obstetrician is endeavouring to turn the whole 
uterus rather than its more movable content. 


For some years I have utilized the following 
technique in performing external cephalic version 
for pelvic presentations and it has proved successful 
when other methods have failed. 


One turns in the direction in which the child 
faces, as the manipulations keep the head flexed. 


1. Stand facing the patient as she lies on a bed 
or couch, and on the side to which the child faces. 


2. With the fingers of the hand corresponding to 
the back of the child, press on the occiput and 
dislodge the head to one side of the fundus; the 
fingers of the other hand then slide up over the 
vertex on to the occiput and hold the head down 
(Figures XXII and XXIII). 


Figure XXII. 


3. The fingers of the hand corresponding to the 
back of the child then press on the ventral aspect 
of the breech and gently dislodge it into the iliac 
fossa (Figure XXIII). 


4. Again this hand, pushing on the occiput, 
further depresses the head and the other hand once 
more slides in and holds the head in its lower and 
more lateral position (Figures XXIV and XXV). 


5. Further upward pressure is applied to the 
breech and as soon as the child is lying transversely 
little further manipulation is necessary to complete 
the version (Figure XXVI). 
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Note that if the liquor amnii is small in amount 
it may be impossible to turn the child by external 
version even under an anesthetic. 


If an abnormal condition has not been antenatally 
diagnosed and intranatally watched, we often"have 
to use methods of treatment which, although more 
or less ingenious, are at times difficult and fatiguing 
to perform and dangerous to mother or ee or 
both. 
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THE CLINICAL IMPORTANCE OF CERTAIN 
CHEMICAL CONSTITUENTS OF THE 
BLOOD." 


By F. S. HansMAn, M.B., Ch.M. (Sydney), 
M.R.C.P. (London), 

Honorary Director, Biochemical Department, 

Royal Prince Alfred Hospital, Sydney. 


In health there is a remarkable constancy in the 
range over which each individual constituent of the 
blood is present. Though little is known of the 
mechanism which preserves this constancy or the 
underlying needs that demand it, we appreciate that 
the various amounts present are of fundamental 
importance. We have learned to recognize that many 
influences of quite distinct character play a part 
in determining the metabolism of any individual 
substance. For example, we know that the brain, 
liver, pancreas, muscles, kidneys, adrenals, the 
external temperature, the amount of fat or protein 
available, the time since the previous meal et cetera 
all play a part in determining the exact concentra- 
tion of glucose in the blood at any particular time. 
Conclusion. We also know that certain specific metabolic 

; In conclusion, correct antenatal diagnosis permits | diseases can cause profound and even fundamental 
’ us to utilize that method of treatment, be it ante- 
natal or intranatal, which is most advantageous to 1 Read at the first annual reunion of, the Royal Prince Alfred 
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changes in one or more of the constituents of the 
blood, and that a study of such changes gives an 
insight into the severity of the disease processes. 
As knowledge advances, we are able to determine 
the presence or absence of certain metabolic diseases 
at an earlier stage, so that bidchemicai investiga- 
tions promise to allow us to appreciate the presence 
of disease in an organ before irrevocable physical 
changes have eventuated. Primarily we require to 
know the normal range of concentration of any 
substance and the factors in health and disease 
capable of effecting change. Though we have means 
of directly estimating the concentration of many 
substances, others, because of their low concentra- 
tion, can be investigated only by indirect methods. 
This is especially true of the secretions of the 
endocrine glands. At the present time much interest 
is being shown in such means of attack, and I should 
like to begin with a few examples of such 
investigations. 


Thyroxin. 


Thyroxin is the first substance which will attract 
our attention. Thyroxin has been isolated in 
crystalline form from the thyreoid gland by Kendall 
and Harington. Its formula has been estimated by 
Harington, who has also prepared it in active form 
synthetically. The function of thyroxin is to control 
the level of tissue oxidation, and as this level can 
be measured by ascertaining the basal metabolism, 
we are able to estimate the amount of thyroxin 
required to preserve the metabolism within normal 
limits. This has been done by Plummer and Boothby 
in the Mayo Clinic, who found that from 0-2 to 0:4 
milligramme of thyroxin is required to replace 
the daily loss and that a normal adult has from 
eight to ten milligrammes in circulation. How 
potent is the action of this substance can be judged 
when it is realized that this quantity can raise the 
metabolism of an individual 40%. It has further 
been proved that excess of thyroxin leads to the 
clinical condition of hyperthyreoidism and that 
thyroxin by itself can restore myxcdematous 
patients to normal. 


Insulin has been prepared in crystalline form by 
Harington, but so far it has not been prepared syn- 
thetically. In the crystalline form it is twenty-five 
times as potent as the international unit of insulin. 
It is interesting to note that the Commonwealth 
Serum Laboratories product is prepared in a con- 
centration twenty times as strong as the inter- 
national unit and is then diluted. I have interposed 
this statement to show the high quality of the work 
carried out on insulin by the Commonwealth. 


Female Sex Hormone. 


One further hormone which is of clinical value, is 
the female sex hormone, which is produced by the 
anterior lobe of the pituitary. In pregnancy the 
amount present in the blood is appreciably greater 
than in the non-pregnant state, and the hormone is 
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excreted in large quantities in the urine. The urine 
is used in the Zondek-Ascheim test for pregnancy, 
which is carried out as follows. 


From 1-2 to 2-4 cubic centimetres of urine are 
injected into infantile mice of from six to eight 
grammes weight, in six portions over a period of 
forty-eight hours. The animal is killed and examined 
fifty hours later. The ovary is examined and the 
following reactions are noted: (i) Ripening of 
ovarian follicles, ovulation; (ii) hemorrhagic points 
in the ovary; (iii) formation of corpora lutea 
atretica. If pregnancy is present, the second and 
third reactions must be present. Five mice are 
used in a single experiment, and if even one of the 
mice shows a positive reaction pregnancy is diag- 
nosed. In careful hands the reaction is present in 
98% of pregnancies and gives less than 2% false 
positives. 


To pass on to simpler substances, first, glucose. 
This is a monosaccharide (CgHi20¢), and is thought 
to exist in the blood in the enol or reactive state. 
Its concentration is measured quantitatively by its 
power to reduce certain chemical salts, such as the 
hydrates of metal, or easily reducible substances, 
such as ferricyanide. Its concentration in the 
blood in the fasting condition is approximately 100 
milligrammes per centum and its normal range is 
from 70 to 180 milligrammes. When its concentra- 
tion falls much below 70 milligrammes per centum, 
the symptoms of hypoglycemia may develop, whilst 
if the concentration rises for any length of time 
above 180 milligrammes, hyperglycemia or diabetes 
is considered to exist. Certain diseases apart from 
diabetes can give rise to changes in the normal range 
of blood sugar level. Disorders of the thyreoid and 
pituitary gland and certain diseases of the liver 
and of the brain may affect the mechanism that con- 
trols the blood sugar level. Certain factors control 
the level at which glucose is concentrated in the 
urine. It is generally held that sugar is concen- 
trated in the urine when it is present in the blood 
above 180 milligrammes per centum, but it is known 
that in certain people the kidneys concentrate sugar 
like a non-threshold substance, and sugar may 
appear in the urine up to 1% or 2%, though the 
blood sugar has not risen appreciably above 100 
milligrammes per centum. This is well exemplified 
by certain people who are said to have renal glyco- 
suria. Certain glandular disorders, especially that 
pituitary disorder which leads in young people to 
obesity and overgrowth of the skeleton, that is, 
Fréhlich’s syndrome, exemplified in the good- 
natured, fat school boy, are associated with a very 
low glucose tolerance curve and a definite glyco- 
suria. In diabetes, of course, the blood sugar may 
rise even above 1%, but the amount of sugar appear- 
ing in the urine may not be commensurate with the 
blood sugar level. Certain patients with diabetes 


of the arteriosclerotic type may have no glycosuria 
after the ingestion of fifty grammes of glucose. I 
have seen two such examples. 


Glucose. 
Insulin. 
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When we think of diabetes we naturally think 
of acidosis or ketosis. Ketonzmia denotes the pre- 
sence of abnormal fatty acids in the blood. As you 
know, fat is metabolized normally without any 
change in the reaction of the blood, because the fat 
is burned ultimately to carbon dioxide and water. 
Carbon dioxide is excreted through the lungs. In 
diabetes, however, the combustion does not proceed 
so far and we are left in the blood either with 
B oxybutyric acid (CH;CHOHCH.,COOBH) or if this 
is oxidized one stage further, we get diacetic or 
aceto-acetic acid (CHsCOCH2COOH). This sub- 
stance readily gives up a molecule of carbon dioxide 
and leaves us with acetone (CHsCOCH3). These 
substances all upset the reaction of the blood by 
tending to make it more acid. Up to a certain stage 
the body can compensate for this excessive produc- 
tion of acid by excreting carbon dioxide by the lungs 
and phosphates in the urine; but if the condition is 
allowed to proceed, the body can no longer com- 
pensate and we get an uncompensated acidosis. The 
blood has now become measurably more acid. Thus, 
though diabetes is evidently primarily a failure 
of the organism to deal with sugar, the most serious 
symptoms of diabetes are due to a failure in normal 
fat metabolism. 


The Reaction of the Blood. 

I had thought of pausing to consider in more 
detail the manner in which the blood is kept slightly 
alkaline and the means that are taken to prevent 
rapid changes in blood from alkaline to acid, but 
this would take us too far afield. However, I 


should like to stress. that, owing to the presence 


of carbonates, phosphates and proteins (the latter, 
as you know have both alkaline and acid radicals), 
it is possible to add appreciable amounts of acid or 
alkali to blood without changing the reaction. This 
is due to the fact that the concentration of acid or 
alkaline radicals is prevented by the substances 
mentioned. These substances are called buffers. 
Their action can be simply illustrated by adding 
the same amount of acid to two solutions, one a 
buffered solution of phosphates, the other distilled 
water. To begin with, in each the reaction is neutral, 
that is, each has a pH of 7, but the addition of this 
amount of acid to the phosphate solution does not 
change the pH or the concentration of free hydrogen 
ions, but the concentration in the water is now 
10,000 times greater than it was and the pH is 
changed from 7 to 3. If such a change took place 
in the organism, life would be impossible, as even 
slight exercise would be sufficient to produce enough 
acid to kill us. However, owing to the presence of 
salts which do not dissociate readily, very large 
amounts of acid or alkali may be added to the 
body without changing the reaction. 

Use has already been made of the capacity of the 
plasma to retain or combine with carbon dioxide to 
measure to what extent the reserve of buffered solu- 
tions of the body have been encroached upon. Nor- 
mally, plasma can hold in solution and loose 
chemical combination from 50 to 70 cubic centimetres 


of carbon dioxide per 100 grammes of blood. This 
carbon dioxide can be liberated by adding a strong 
acid and can be measured in the apparatus known 
as Van Slyke’s apparatus. When the acidity of the 
blood is increased by the accumulation of non- 
volatile organic acids some carbon dioxide is dis- 
pelled, so that ability of the plasma to combine with 
a normal amount is lost. When the carbon dioxide 
combining power of the plasma falls as low as from 
10 to 20 cubic centimetres of carbon dioxide per 
centum, the patient passes into coma, and the lower 
the carbon dioxide combining power, the more 
remote the chance of recovery. The measurement 
of the carbon dioxide combining power, therefore, 
is an extremely valuable aid in the diagnosis of the 
severity and a means of controlling treatment in 
diabetic coma. The examination of the carbon 
dioxide combining power is especially important in 
cases of coma where no ketogenie bodies are being 
excreted in the urine. ; 


Cholesterol. 

A very important and baffling constituent of the 
blood is cholesterol. Cholesterol is an unsaturated 
secondary alcohol and has the formula Cz7H4,0. Its 
concentration in the blood is normally about 170 
milligrammes per centum, that is, there is more 
cholesterol in the blood than glucose, yet we have 
no inkling as to its true function. We know, how- 
ever, that structurally it is very similar to bile 
salts and that portion of its metabolic cycle is 
closely associated with that of these salts. We know 
that its concentration is raised whenever a con- 
dition of lipemia is present, such as in diabetes, 
when the concentration may reach 600 milligrammes 
per centum, also in arteriosclerosis, in nephrosis, 
and in certain fat people, when it is often associated 
with cholelithiasis. In anemia and in certain other 
ill-understood instances the concentration may be 
very low. Cholesterol is supposed to play some part 
in resisting infection, but the evidence is not 
convincing. 

Calcium. 

The last example I have to discuss is an inorganic 
salt which has provided some of the best research 
brains in the biochemical world with a life’s prob- 
lem. It has filled our desks with waste literature 
and many sufferers’ stomachs with inert masses of 
chalk. Needless to say, the substance is calcium. 
Calcium is present in every cell of the body. It is of 
utmost importance to our skeleton, and the most 
fluid organ of our body, blood, needs it just as much. 
In the blood it is present in from nine to eleven 
milligrammes per centum. Small variations in 
either direetion are associated with serious conse- 
quences. In fact, the body seems to stand changes 
in calcium worse than changes in practically any 
other inorganic substance. In the blood calcium is 
present partly free or dialysable, partly bound or 
undialysable, but there is a large amount of evidence 
that its actual concentration is not the only impor- 
tant thing. It depends on the secretion of the para- 
thyreoid gland and the presence of vitamin D to 
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make it available to the tissues. Probably the com- 
plexity of calcium metabolism is bound up with the 
very low solubility of its salts. Parathyreoid 
secretion and vitamin D seem to be concerned in 
effecting changes in the amount and type of calcium 
that can be retained in the blood and tissues. 
We know that its concentration in the blood 
may be high and yet rickets may be present 
in a severe form, or its concentration may be 
low, yet rickets may be absent. Similarly with 
tetany. This paradoxical state of affairs is due 
to the fact that if vitamin D or parathyreoid hor- 
mone is present in large concentration, then the 
body can get along with a reduced amount of avail- 
able calcium. I feel I have said enough to indicate 
how futile it is to talk positively about the function 
of calcium, especially in such conditions as hyper- 
trophic arthritis, or the numerous popular con- 
ditions in which errors in calcium metabolism are 
blamed. If our ignorance is profound about its 
different functions in the body, it is equally pro- 
found about the manner of its entrance and exit 
from the body. 


Conclusion. 


May. I conclude this very scrappy and, I feel, 
unsatisfactory discourse by saying that it is only 
by a proper understanding of the intricacies of the 
metabolic cycle of the substances I have mentioned 
plus the hundreds of other substances that I have 
not touched upon, that will enable us fully to under- 
stand physiology and disease processes and so enable 
us to deal with disease at a stage before physical 
changes have developed. 

- 


DISEASES OF THE GALL BLADDER: 


By Sr. J. W. Dansey, M.B., Ch.M. (Sydney), 
Honorary Surgeon, Royal Prince Alfred Hospital, Sydney. 


Wiru the short time at my disposal I shall confine 
myself to that very common ailment of middle life, 
cholecystitis, with or without gall stones, and shall 
deal with the diagnosis and treatment. 

There is a definite precalculus stage which lasts 
from one and a half to ten years as a rule, and is 
the time to recognize this condition to do any good 
with medical treatment. This is the time when, if 
the patient consults a medical man, he is likely to 
be told that the trouble is gastric or duodenal, and 
is treated for such with little, if any, benefit to 
himself. The patient suffers from a_ flatulent 
dyspepsia with a feeling of distension or fullness 
about the epigastrium which is relieved by belching 
or at times by vomiting. There may be severe heart- 
burn and acid eructations and attention is drawn 
only to the stomach, and the gall bladder escapes 
notice. On taking a deep breath or on movement, 
the patient may notice a sharp stabbing pain 
beneath the right costal arch and that area is tender 
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to the touch, so that all tight bands or clothing 
round the waist is loosened. These attacks of pain 
gradually become worse until typical biliary colic 
results and a diagnosis of gall bladder trouble is 
made, Jaundice scarcely ever appears at this stage, 
or, if it does, only as a slight tingeing of the 
conjunctive, and escapes attention. 

What other aid have we in confirming this sus- 
picion of gall bladder trouble? First there is 
Murphy’s sign, which I have found of the utmost 
value—the gall bladder, more or less inflamed with 
its covering of peritoneum in a condition of peri- 
tonitis, will always cause more or less tenderness 
when the tips of the fingers are pressed deeply 
under the costal margin, the patient taking a deep 
breath. 

Then we have Graham’s test which at the hands 
of trained radiographers gives true records of the 
condition of the gall bladder in 98% to 99% of 
cases, as Dr. Graham told us in his instructive lec- 
tures some months ago. An absence of shadow of 
the gall bladder, provided the dye has been absorbed, 
is an almost certainty of a diseased condition of 
the mucous membrane of the gall bladder. To con- 
firm our diagnosis we can have the cholesterol con- 
tents estimated, and if we find it is over 019% it is 
strong evidence of the gall bladder being at the 
root of the trouble. But, after all, these tests are 
only supernumerary; the only true evidence lies 
with a careful history and thorough examination 
of the patient. This alone should decide for us that 
the gall bladder is diseased. 


Non-Operative Treatment. 


Medical and dietetic treatment may do much in 
curing the diseased mucous membrane of the gall 
bladder, and so the subsequent formation of calculi, 
and thus avoid an operation. An early morning 
saline administered in half a glass of water 
is an old time remedy for an overloaded stomach of 
the night before. Ten grains of hexamine given 
night and morning, about one hour before a meal, 
with a glass of water do good in many cases, as 
it is the only efficient antiseptic that is secreted in 
the biliary passages. In regard to diet, forbid all 
made-up dishes and fried foods; avoid pork and 
game, sweetbread, liver, kidneys and black pud- 
dings; limit the carbohydrate intake. Do not allow 
strong cheeses nor any alcoholic bevcrages, 
especially beer. 


Operative Treatment. 


Unlike appendicitis, an acutely inflamed gall 
bladder can usually be allowed to settle down with 
much advantage before an operation is performed. If 
one is forced to operate in this acute stage, charac- 
terized by constant high temperature with rigidity 
over the gall bladder, then merely drain the gall 
bladder and do a subsequent cholecystectomy under 
much more favourable conditions. 

Cholecystectomy is the operation of choice, for it 
is not good surgery to leave in the abdomen a 
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diseased organ and one likely to cause further 


trouble, and especially to become carcinomatous 


(10%—Graham). Cholecystostomy is indicated only 


in the following conditions: 

1. In very acute fulminating cases showing no 
inclination to settle down. 

2. Where the patient takes the anesthetic badly 
or the general condition of the patient forbids 
prolonging the operation. 

3. Where much trouble is met with its removal, 
due either to dense adhesions or a gall bladder 
highly placed in a fat subject. 

4. When severe jaundice is present. Much can 
be done, however, to raise the coagulation of the 
blood by intravenous injection of five centimetres 
of a 10% solution of calcium chloride in normal 
saline solution. 

Always insert a lumbar drain in case there is 
leakage of bile from a severed accessory cystic duct 
or from a slipping of a suture of the bile passages. 
Remove the drain in four days if drainage is slight. 
Before the abdomen is closed remove the lumbar 
support and examine the appendix, in most cases 
easily carried out. In a large number of cases the 
appendix will be found diseased, due to the same 
intestinal infection which caused the trouble in 
the gall bladder. 


VALVE-RECTIFIED X RAY MACHINES. 


By J. G. Epwarps, M.B., Ch.M., 
Honorary Radiologist, Sydney Hospital. 


From inquiries made by numerous medical men 
and hospital committees in the various States, it 
would seem that a keen interest is being taken in the 
recently introduced valve-rectified X ray machines 
and probably our experience with these machines 
may be of interest. 

In our opinion the valve-rectified machine is as 
far in advance of the mechanically-rectified machine 
as the latter was in advance of the old induction 
coil; and we venture to predict that in the near 
future the American manufacturers will follow the 
British and Continental makers and market only 
valve-rectified plants ; already two leading American 
firms are advertising valve-rectified machines. 

The valves rectify the high tension current with- 
out noise and without the nuisance of moving parts. 
With valves there is no production of noxious 
corona fumes which have such ill effects on radi- 
ologists. To anyone who has worked for years with 
the noisy mechanically-rectified units, it is a great 
boon to be able to work in silence and without 
fumes. 

The control of the machine is simple and by means 
of the “milliampére-second relay” the exposures are 
made automatically. This relay takes the place of 
the expensive stabilizer and timer; and if any error 
is made in the actual milliampérage or the supply 
voltage varies, this relay automatically adjusts 
itself and the end results on the film are constant. 


The valves have a long life; they are guaranteed 
for over one thousand working hours. In practice 
four years and even more service has been obtained 
with heavy work and, once properly adjusted, they 
never need attention. With valve machines there is 
no inverse current and the life of the X ray tube 
is greatly lengthened. One, two, four and six valve 
machines are made. 

Our experience has been gained from two six-valve, 
three-phase machines of British manufacture, one 
at the Coast Hospital and one in our private prac- 
tice. We have also had reports from users of single 
and four valve machines in this and other States, 
and they express great satisfaction with this type 
of machine. 

The transformers in these British machines are 
of staunch manufacture and with their great size 
and capacity it is possible to vary milliampérages 
with practically no drop in kilovoltages and no 
electrical boosting is necessary when higher output 
is called for. 

It has been asserted that the valves themselves 
emit X rays; such an occurrence is impossible if 
the valve filaments have been properly adjusted. 

The high milliampérages at low kilovoltage pro- 
duce very brilliant negatives with remarkable detail. 


We have taken many thousands of skiagrams on 
our own machine without having met any trouble 
and the Coast Hospital machine has worked for 
over a year without trouble. We use a ten kilowatt 
“Metalix” tube with currents of 100 to 200 milli- 
ampéres at kilovoltages varying from 50 to 71. We 
have not found it necessary to use any higher 
kilovoltage, even in stout subjects. 

For chest work we use 200 milliampéres at 59 
kilovolts for one-tenth of a second at two metres (six 
feet) distance; the time is increased slightly for 
stout patients. 

For gastro-intestinal work we use 200 milli- 
ampéres at 71 kilovolts for one-fifth of a second at 
65 centimetres (twenty-six inches) distance. No 
Potter-Bucky diaphragm is used for this class of 
work. 

All bone work, which does not require the Potter- 
Bucky diaphragm, is done at a 105 centimetre 
(forty-two inch) distance, using 200 milliampéres 
and fractional second exposures; at this distance 
the fine detail given by a broad focus tube is quite 
equal to the detail given by a ten milliampére 
Coolidge tube. Skulls and shoulders may also be 
taken at this distance. 

At present we are not using above 300 milli- 
ampéres (although the machine has given 750 milli- 
ampéres through a tube on trials). The higher 
milliampérages are not economical with the present 
day tubes. 

Medical men contemplating a change to valves 
need have no hesitation in making it, as vaive 
machines are far past the experimental stage. They 
are simple and cost nothing for upkeep; and the 
valves should last for two or three years without 
replacement. 
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Reports of Cases. 


LYMPHOSARCOMA OF THE NECK. 


By C. Bickerton BLacksurn, M.D., Ch.M. (Sydney), 
Honorary Physician, Royal Prince Alfred 
Hospital, Sydney. 


In the following case of lymphosarcoma of the neck 
the spinal meninges were invaded through the 
intervertebral canals. 


Clinical History. 


N.P., a female, aged twenty-seven years, was admitted 
as an in-patient on January 24, 1930. She had had good 
health till six months previously, when nocturnal pains 
in the right shoulder came on, mild at first, of a dragging 
character, transitory and localized, not made worse by 
movement. As time went on, the pains became more 
frequent, more severe, more persistent and spread down 
into the arm so that she could not lie comfortably on the 
right side. Six weeks ago she first noticed loss of power 
in the arm, and by this time the pain had extended to the 
fingers and was practically constant, with exacerbations 
of great severity. She was then admitted to a country 
hospital, but not confined to bed 


Three weeks ago she fell down owing to sudden loss of 
power of both legs, the feet became numb and cold and 
she could not pass urine or feces. Since then her legs 
have been useless, but she has had no pains in them, 
—— the pains in the arms have been even worse than 

ore. 


She can think of nothing in her-history to explain her 
symptoms, except that she had influenza about six months 
ago and that eleven months ago she fell on her right 
arm and struck both her thighs. 


The mental condition was clear and the cranial bones 


unaffected. There was paresis of the right arm, mainly 
affecting the forearm and hand. Active movements were 
feebly executed and obviously associated with considerable 
pain. The muscles of the forearm were tender to touch 
and most muscle groups were painful when put on the 
stretch. No other definite sensory change was detected 
in either arm. The intrinsic muscles of both hands were 
noticeably atrophied. Complete flaccid paralysis was 
present in both legs and the lower half of the abdomen. 
No definite muscular atrophy of the legs was demonstrable, 
foot drop was obvious. Kernig’s sign was 
absen 


Appreciation of light panne heat and cold, was com- 
pletely wanting over both lower extremities, very deficient 
over the lower part of the abdomen and defective up to 
the level of the distribution of the third dorsal nerves. 
Painful sensaticn in the lower extremities was diminished 
and distorted, for example, a sharp point was referred 
from the knee to the foot. 


There were occasional spasmodic movements of both 
legs—the knees became flexed and the feet drawn up and 
in. The knee jerks were somewhat increased, there was a 
brief, unsustained, double ankle clonus and double plantar 
extensor reflex was present. Complete incontinence of 
urine and feces was present and a tropic ulcer was 
present on the sacrum. The urine contained a great deal 
of pus; the temperature was 37:8° C. (100° F.), the pulse 
rate was 120 and the respiratory rate 24. 


Apart from a few rales at both bases, the other systems 
were clear. In the antero-inferior region of the right 
posterior triangle of the neck there was a deeply seated, 
painless swelling like a short, blunt cone, apparently 
arising from the bone beneath the muscles and embedded 
in them. It was not the least tender, it was very firm, 
and the patient stated that it had been there, as far as 
she knew, for a very long time. 


She survived fourteen days in hospital, during which 
time the spinal cord symptoms gradually spread upwards— 


paresis appeared in the left arm and pains appeared in 
the left shoulder and arm and in the neck generally. 
Shortly before death, which took place suddenly, she was 
practically immobile, like a patient with a fracture 
dislocation high in the neck. 


Blood examination revealed a moderate degree of 
secondary anemia, the Wassermann test gave no reaction 
with either blood or cerebro-spinal fluid. The cerebro- 
spinal fluid was faintly yellow and clotted on standing, 
which prevented a satisfactory cell count being made. 
Globulin was definitely increased. An X ray examination 
of the vertebral column failed to reveal any bony lesion. 


Post Mortem Findings. 


Post mortem a tumour of a greenish colour was found 
on the right side of the neck invading the deep muscles 
and rendering them pale and almost indistinguishable 
from the tumour itself. The right brachial plexus was 
involved in the tumour which extended down to the first 
rib. There was free fluid in the right side of the chest 
and there were nodules of pale greenish secondary 
growths, especially noticeable on the parietal pleura near 
the costo-vertebral junction from the first rib right down 
to the diaphragm, the appearance suggesting drops of 
grease from a guttering candle. Nodules were present 
also on the superior surface of the diaphragm, deep 
aspect of the sternum and in the pericardium. 

On opening the spinal canal it was found that the 
tumour had travelled in through the intervertebral canals 
and that there was a tumour infiltration, mainly extra- 
dural, which had surrounded the cord down to the level 
of the second thoracic vertebra, where it had practically. 
strangled it. 

On microscopical examination the tumour from the neck 
was found to be composed of small round cells which 
resembled lymphocytes. They were supported by a delicate 
reticulum and the structure was that of a lymphosarcoma. 
The tumour involved bundles of medullated nerve fibres 
which were completely surrounded. The tumours found 
under the parietal pleura and on the deep aspect of the 
sternum had a similar structure. Here they infiltrated 
between voluntary muscle fibres which were compressed 
and atrophied. 

A section of the spinal cord (upper dorsal region) 
included some of the tumour growth. This was seen to 
have a similar structure and to be extradural. 


Comment. 


Points of interest in the case were as follows: 

1. The fact that after a period during which the symp- 
toms pointed to disturbance of the nerve roots of the 
right brachial plexus, an almost complete transverse 
lesion of the cord suddenly appeared below the cervical 
enlargement. 

2. The difficulty of definitely correlating the tumour in 
the neck with the spinal lesion. An X ray examination 
failed to reveal any bony lesion and the patient regarded 
the swelling as very old standing and as of no significance. 

3. Post mortem it was, of course, clear that the early 
symptoms had been first due to invasion of the right 
brachial plexus and then to damage to the roots as the 
intervertebral canals were invaded, but that when the 
dura was involved, the cord was not seriously interfered 
with till the growth had extended below the cervical 
enlargement. 


Reviews. 


MEDICINE IN SUMMARY. 


WereE medicine a more exact science, the presentation of 
it in tablet form might be a less difficult task, yet if 
popularity be the measure of success, “A Synopsis of Medi- 
cine,” by Dr. H. L. Tidy, the fifth edition of which has 
appeared, may claim to be a satisfactory concentrated 
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extract of the subject... The whole field of medicine is 
covered in less than one thousand pages and little of 
importance is omitted. The encyclopedic compass of the 
work necessitates the tabulation of much that is common- 
place, and the endeavour to keep within the limits of a 
handbook entails extreme verbal economy. Sometimes 
Jupiter nods and the inaccurate or inelegant expression 
crops up, such as: “Acid eructations may cause heartburn 
or set the teeth on edge” (page 395); “Retropharyngeal 
Abscess. Acute. Occurrence—Healthy Children” (page 386) ; 
and “Long Gastric Symptoms” (page 430)—which distin- 
guish dilated stomach from carcinoma. Where space must 
be so carefully considered, nothing would be lost by the 
omission of the many banal prescriptions that appear 
throughout the book. Those who can profitably consult 
this work, ought to have already learned the simple busi- 
ness of prescription writing, and the mention of the drugs 
considered suitable would suffice. 


The “synopsis” is directed to, among others, “the worried 
student whose final examinations are within sight” and 
to “the examiner who, for the purposes of a viva voce, 
desires to renew, for a brief period, his knowledge.” A 
Sydney student recently. made the proud claim that he 
had read “Tidy” through twelve times. He was successful 
in his final. His invidious industry was a commentary on 
his outlook, on the examination system and perhaps on 
his teachers. Do examiners expect students to show know- 
ledge that they themselves have not at their fingér tips, 
and is the system of cramming encouraged? Used intel- 
ligently, however, the synopsis may be of service to the 
student. In the study, for example, of such cardinal 
diseases as typhoid fever, tuberculosis and syphilis, a com- 
prehensive grasp of which is essential to an adequate 
medical education, there may be at first some difficulty 
in seeing the wood for the trees. The chapters on these 
conditions are models of summarization and may be care- 
fully digested and absorbed. There is also a succinct 
presentation of the diseases of metabolism and deficiency 
embodying the work of recent years. Apart from such 
limited use as a primer, the “synopsis” is a reference 
book, not a text book. It may be used occasionally and 
sparingly by those fairly well up in the subject, for 
purposes of revision and knowledge testing, but the attempt 
to “get up” medicine by its aid alone, though it may enable 
the student to thwart the examiners, will not make him a 
sound practitioner. 


To anyone requiring a handy, accurate and up-to-date 
reference book of medicine ssateibiag all that is essential, 
this synopsis can be confidently recommended. 

In the present edition twenty-four new articles have 
been added; eight former articles have been entirely or 
extensively rewritten; some unnecessary matter has been 
removed with the net result of an addition of about thirty 
pages. 


MASSAGE. 


“A TEXTBOOK OF MASSAGE,” by Maude Rawlins, is a small 
work of one hundred and forty-four pages.2 It has been 
carefully written and fulfils its object of catering for 
nurses and beginners, as stated on the title page. The 
indications for massage are plainly given, and no impos- 
sible claims are made for its use. The various manipula- 
tions used in massage are described in simple language, 
but with such detail that beginners should easily be able 
to grasp the method of their application and the reason 
for each maneuvre. 


Altogether this book can be recommended as a simple 
and clear exposition of the subject. 


1“A Synopsis of Medicine,” by Henry Letheby_ Tidy; Fifth 
Edition, revised and enlarged; 1930. Bristol: John Wright 


and Sons Limited. Crown 8vo., pp. 1047. Price: 21s. net. 


2“A Textbook of for. Nurses Beginners,’”’ by 
Maude be aah 1930. St. is: The C. V. Mosby Company; 
Melbourne: W. Ramsay. Post 8vo., pp. 144, with illustrations 
Price : $2. 00 net. 


RADIOLOGICAL EXAMINATION OF THE CHEST 


IN CHILDR 


“THE CHEST IN CHILDREN,” by Dr. E. Gordon Stoloff, is 
rather a departure from the usual text books on radio- 
logical subjects... Here the author is a clinician and, as 
such, writes with a fixed intention of correlating radio- 
logical and clinical findings. This is a pleasing attitude, 
particularly to the radiologist, who frequently has to make 
a radiological diagnosis with a most distressing dearth 
of clinical data. 

The author has compounded his clinical observations 
with those of the radiologist and has made each condition 
or group of conditions assume almost. human interest, 
rather than a bald description of skiagrams. He has 
shown the value of repeated radiological examinations, 
not, merely a preliminary one for diagnostic purposes, 
but’a series, the value of which as a check on the progress. 
of the disease is at once perfectly obvious. 

The chapter dealing with pulmonary tuberculosis is of 
particular interest and is fairly comprehensive, though 
the comparative infrequency of a true tuberculous lesion 
in the chest of children is not mentioned. In the section 
dealing with bronchiectasis the author ignores that great 
causal factor, infection of the upper respiratory tract. _ 

The volume is well and profusely illustrated by skia- 
grams and diagrams. The skiagrams are well done and 
faithfully reproduced and the same can be said for the 
diagrams. The various subjects are well arranged and 
well classified. The author does not create for himself a 
new nomenclature of diseases, but adheres to the accepted 
classification. Throughout, the general impression is one 
of sound clinical reasoning and valuable information. d 


THE INTESTINE AND DISEASE. 


ALTHOUGH at first sight one is inclined to believe that 
Bassler in his “Intestinal Toxemia,” by ascribing almost 
all the ills of the human body to intestinal infection, is 
riding a hobby-horse, he nevertheless succeeds in making 
out a very good case for a revision of the common views 
on the origins of various diseases.’ 

The author has had a vast experience of intestinal 
disorders and appears in addition to be a first class 
bacteriologist and a thinker. 

The book begins with an account of the various methods 
in past and present use for dealing with intestinal infec- 
tion and exposes their uselessness—colonic irrigations, 
intestinal antiseptics, yeast, the use of acid-forming 
bacteria, food and diet fads, and such like. His method is 
to make a complete record of the intestinal flora under 
strictly standard conditions and to eliminate unfavourable 
types by instilling into the intestine, per rectum, suspen- 
sions of bacteria which are known to be antagonistic. 
This is the biological method. The treatment is backed 
up by the use of suitable vaccines, sera and diets. As, 
however, there are 69 pathogenic, 49 saprophytic, 47 
zymogenic and 10 non-pathogenic organisms with which 
the physician who hopes to tackle intestinal toxemia by 
this method must be familiar, it is obvious, as the author 
states, that the investigator must not only possess broad 
clinical and bacteriological knowledge, but must also 
possess a well equipped laboratory and several highly 
trained assistants. Even then diagnosis may take any time 
up to six months. 

In spite of these difficulties the book is well worth 
reading as a corrective for those who would confine the 
pathology and treatment of the various diseases to the 
organs most obviously concerned. 

The large amount of information is well presented, the 
book is well printed, easily read and contains very few 
errors. There are no illustrations. 


1“Annals of Roentgenology: A Series of Mon raphic Atlases,” 
Edited by James T. Case, M.D.; Volume XII: The Chest in 
by E. G. 1930. New vert Paul B. 
Demy 4to., pp. with 406 Roentgen-ray studies 
and 19 “clinical illustrat $15.00 ne 
sideped. ” by A. Bassler 0. 
Davis Company. 
text-cuts. 
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Alt articles submitted for publication in this journal 
should be typed with double or treble spacing. Carbon 
copies should not be sent. Authors are requested to awoid 
the use of abbreviations and not to underline either words 
or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, 
full date (month, day and year), number of the first page 
of the article. If a reference is made to an abstract of a 
paper, the name of the original journal, together with 
that of the journal in which the abstract has appeared, 
should be given with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction, are invited to 
seek the advice of the Editor. 


REST, WORK AND PLAY. 


In these days when such a large proportion of 
the population demands a minimum of work and 
a maximum of rest and recreation, it behoves us to 
make some inquiries into the value or otherwise 
of each of these ingredients of human existence, 
remembering that “rest” has but one meaning, while 
of work and play there is an infinite variety. 

E. Farquhar Buzzard has recently pointed out 
many fallacies in the medical practitioner’s usual 
conception of when and how rest and recreation 
should be prescribed and continuance of work 
advised. As he remarks, a person’s ill-health is 
often ascribed to overwork when it might as readily 
be concerned with over indulgence in more harmful 
pursuits. It requires a great deal more work than 
most people ever do or are capable of doing to cause 
damage either to mind or body. People are con- 
stantly being advised to relinquish work which is 
doing them no harm and to play games which they 
do not like or to take rest which they do not need. 
Golf, though an admirable game, is a dangerous 
fetish ; Leonard Williams utters a word of warning 
against the stereotyped advice to the elderly fat man 
to take up golf; the occasional newspaper announce- 
ment of the death of some well-fed old man on the 


“second green” should be: sufficient to inspire 
caution. 

Just as they are often not so discriminating as 
they might be in the prescription of rest, work or 
play to their patients, so are many medical prac- 
titioners apt to be careless of their ewn needs in 
this regard. The general practitioner especially is 
so closely tied down to his work that recreation 
becomes difficult to obtain and rest is often inter- 
mittent or disturbed. The specialist has greater 
freedom, but he does not always take proper advan- 
tage of it. 
eat too much, drink too much, smoke too much and 
sleep too little, whose sole recreation is bridge 
or poker played in an atmosphere pregnant with 
tobacco smoke and the discarded products of human 
metabolism, and whose sole experience of God’s 
glorious sunshine is obtained while they ride at ease 


There are many men who work hard, 


tv and from their consulting rooms at the commence- 
ment and conclusion of the day’s work respectively, 
and to and from their clubs during the luncheon 
hour. Such individuals persistently insult their 
bodies, but it is doubtful if they are more unkind 
to a long-suffering organism than the person who 
acts similarly for five days of the week, then in- 
duiges in violent exercise on Saturday and Sunday, 
with the object, no doubt, of “sweating it out” and 
preparing himself for five days more of labour and 
indulgence. 

This is not a puritanical diatribe against the sins 
of “the world, the flesh and the Devil”; it is a plea 
for moderation. Card games provide a ready and 
often a suitable means of recreation, but they do 
not always provide the mental relaxation which is 
sometimes desirable, and they are apt to lead to loss 
of sleep which might have been incurred at less 
cost through work. They should not be pursued at 
the expense of healthy open-air exercise. On the 
other hand, harmful over indulgence in either rest 
or physical exertion is possible, and the former 
especially is not at all uncommon. The weary medi- 
cal practitioner at the end of a day of worrying 
toil is too apt to submit to what he imagines are 
the demands of his body for rest. He should realize 
that his fatigue is mental rather than physical and 


‘that his most complete relaxation and refreshment 
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can be obtained by means of a game or the pursuit 
of some hobby entailing physical exertion in the 
open air. At night the medical practitioner may best 
relieve his mental fatigue by utilizing fresh avenues 
for thought; thus can’ he surely escape from the 
trials and anxieties of the day. He may tread the 
highways and byways of the worlds of art, music 
or letters ; the roads and streets, the paths and wind- 
ing tracks, the open fields and unexplored jungle 
lands of science are of an infinite variety and are 
open, to him. The medical practitioner often knows 
little of anything beyond the practice of medicine; 
that he should be, efficient in this is, of course 
essential, but he cannot, nor should he, devote to 
its study more than a certain large proportion of 
his waking hours. If he is wise, he has some inter- 
ests of intellectual value outside his profession, for 
by this means he obtains his needed relaxation 
while he gains in knowledge and becomes thus better 
fitted as a man and as a doctor to carry out the 
work which lies ahead. : 

Men, especially men past middle life, whose 
muscles are out of training should not undertake 
really violent exercise at all. The periodical sub- 
jection of flabby ill-toned tissues to stresses and 
strains which they are incapable of withstanding 
without injury, cannot be other than harmful. A 
further objection to excessive physical exertion is 
that it induces a condition of exhaustion which is 
not compatible with the zeal and willingness neces- 
sary for the performance of good work. Modern 
civilization does not demand that man’s muscles be 
like those of the well-trained racehorse or of the 
toiling ox; the battle for existence is fought with 
brain rather than with brawn and man’s duty is not 
to possess the condition of the athlete, but to main- 
tain normal bodily functions by the judicious 
employment of moderate exercise, regular rest and 
relaxation and plenty of work—the curse of Adam 
and the blessing of mankind. 


Current Comment. 
MALNUTRITION. 


MatnurteitTion has been the subject of a great 
deal of scientific and pseudo-scientific investigation, 
it has provided a field for the exercise of the ideas 


of faddists and cranks the world over, and much 
has been written concerning it. A search of the 
confused mass of evidence and theory reveals that 
for the proper nutrition of the human body the diet 
must contain an adequate amount of carbohydrate, 
fat and protein and a proportion of fresh food con- 
taining the various vitamins of whose nature and 
action but little is known. A diet with these 
attributes generally possesses the myriad other 
essential properties which go to make up the com- 
position of good food. There are widely differing 
diets of different races of people in various parts 
of the world; in one country the diet consists 
largely of animal protein and fat, in another it 
may be mainly vegetable protein and carbohydrate, 
yet the people of both countries may continue to 
flourish; it is therefore obvious that no hard and 
fast system of diet may be rationally laid down 
as the one and only proper system. In truth, diets 
of many types are adequate for the body’s needs 
and it must be remembered that these needs vary 
greatly under different conditions, both in regard 
to the type of food required and its quantity. The 
faults in the diet of the more highly civilized peoples 
are the absence of fresh foodstuffs and the over- 
cooking, over-preparation and softening of food with 
consequent destruction or removal of certain health- 
promoting properties, both physical and chemical. 

L. Charles Rosenberg has recently conducted some 
interesting experiments in an attempt, as he states, 
“at standardization of a dietary.” 1 Whether such 
an object is laudable or not is open to question, and 
a consideration of the possibilities of the variation 
in individual tastes and requirements is sufficient 
to indicate that the object is impossible or well- 
nigh impossible of achievement. Before commencing 
his experiments Rosenberg observed that the 
healthiest and best nourished children were often 
those who ate no meat. The nutrition of infants 
generally is good; malnutrition rarely occurs before 
the child reaches the age of two years, when a 
radical change is usually effected in the diet, and 
flesh foods are substituted largely for milk and 
fresh fruits and vegetables et cetera, His experi- 
ments were conducted accordingly with a view to 
observing the effect on undernourished children of 
a diet consisting of vegetable foods and milk. No 
meats or eggs were contained in the experimental 
diet, but vegetables, fruits, nuts, whole grain in a 
great variety and prepared in a great many different 
forms were employed. Milk was given freely. The 
food administered to a group of children used as 
controls was representative of the average American 
diet. The experimental diet contained 2,147 calories 
and the contro] 2,096; while the control diet was 
richer in protein and fat, the experimental diet 
was, of course, very much richer in carbohydrate. 
The experimental diet was considerably richer in 
mineral content and contained more of vitamins 


B, C and £ than the control diet, though both 


contained sufficient vitamins for health. 


1 American Journal of Diseases of Children, February, 1931. 
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Fifty children were selected from among the 
inmates of an orphanage. Twenty-five of these were 
placed in the control group and twenty-five in the 
group receiving the experimental diet. Great eare 
was exercised in pairing the children; each child 
in either group had a fellow of approximately the 
same age, weight and physique in the other group. 
The children of both groups increased in weight 
and height in the period of six months during which 
the experiment was conducted, but the progress in 
these respects made by the children receiving the 
experimental diet was rather greater than the pro- 
gress of the control children. It is notable that the 
weight of the children in the experimental group 
increased almost to normal during the first month; 
afterwards it increased more slowly. 

Photographic studies of the children were made, 
the characters of the urine, stools and blood were 
carefully investigated, the growth and ossification 
of the bones were observed by means of X rays, 
measurements of the physical strength of the chil- 
dren were made at the commencement and conclu- 
sion of the experiment and psychometric tests were 
conducted. In some respects there appeared to be 
little or no difference between the children of the 
two groups, and the results of some of the tests were 
inconclusive, but in the main, children in the experi- 
mental group appeared to have progressed further 
than those in the control group. It is of interest 
to note that in the tests for strength the girls in 
the experimental group outstripped the other girls, 
while the boys of the control group improved more 
than did the boys of the experimental group. 
Temperamentally the girls receiving the experi- 
mental diet improved considerably; on the other 
hand, the boys did not improve in this regard; 
evidently they resented being experimented upon 
and they were made discontented by observing food 
to which they had been accustomed, served to the 
boys of the control group. The children of the 
experimental group had a much healthier appear- 
ance towards the end of the experiment than the 
others; their eyes were brighter, complexions 
healthier and hair more glossy. This is more sig- 
nificant than the results of all his chemical tests 
and measurements. At the conclusion of the experi- 
ment the sisters in charge of the orphanage were 
so impressed that they substituted the experimental 
dietary throughout the institution for that formerly 
employed. At the end of six months they were still 
enthusiastic regarding its merits. Possibly one 
reason for this is contained in the statement 
volunteered by the dietician of the institution, that 
children who consumed much meat were never satis- 
fied and frequently desired more food within an 
hour after a meal, whereas the appetites of children 
taking the new diet were always satisfied after a 
meal. 

Rosenberg shows that the condition of under- 
nourished children may be rapidly restored to 
normal and that normal children may thrive by the 
use of a diet consisting of milk and vegetable foods, 
but he does not prove that such a diet is the optimum 


nor that a standardized dietary is desirable. Be 
it noted that his experimental diet was given under 
special conditions and that the food was specially 
selected and specially prepared. Perhaps if the 
control diet had received as careful attention, the 
children partaking of it would have thriven equally 
with the others. He quotes McCollum and Simmonds 
as remarking on the food value of milk and dairy 
produce; there is no question that such foods are 
of great value, but McCollum and Simmonds in 
their valuable book also quote instances of the use 
of diets quite devoid of dairy produce and diets in 
which carbohydrate of any sort has no place, by 
races of people who are healthy and flourishing and 
in whom evidence of food deficiency only appears 
when for some reason or other their diet is changed. 

There are altogether too many fads in the matter 
of food. If it is well balanced with regard to its 
content of carbohydrate, fat and protein and con- 
tains a sufficiency of vitamins and minerals, pro- 
viding a reasonable quantity of raw vegetable foods 
enters into its composition, any diet is adequate 
under average conditions of existence. ' 

As Rosenberg points out, almost all experiments 
with food have been carried out on animals; if 
only for the reason that his investigations were 
made into the actual effects of the diet on children 
his paper is a valuable contribution. 


CARBUNCLE OF THE KIDNEY. 


In another place in this issue will be found an 
abstract of a paper by T. D. Moore on the condition 
known as carbuncle of the kidney. Moore defines 
this as a metastatic, circumscribed, conglomerate, 
suppurative process, usually caused by Staphylo- 
‘coccus aureus, having its origin in some superficial 
focus such as a furuncle, paronychia or carbuncle. 
The lesion makes its appearance in the cortex of the 
kidney as an interstitial infection and later con- 
sists of a number of suppurative foci in a localized 
area. Moore points out that the condition is usually 
limited to the cortex and tends to spread towards 
the capsule rather than to invade the renal pelvis. 
On microscopical examination the purulent foci 
have the usual characteristics of suppurative lesions. 
He points out that, considered from a pathological 
point of view, carbuncle of the kidney is not a clear 
cut, distinct entity. He refers to the statement of 
Neff that the renal carbuncle of many writers is 
the infarct, septic infarct, multiple abscess, con- 
glomerate abscess or solitary abscess of others. He 
adds that the condition should not be confused 
with the focal suppurative nephritis as described 
by Brewer. Brewer's original paper is not available, 
but Phemister refers to Brewer’s finding, that injec- 
tion of organisms always produced localization in 
the kidneys when they had been subjected to 
previous injury. Most pathologists will agree with 
Moore that carbunele is not a distinct entity. The 
name therefore should not be used. His views in 
regard to Brewer’s findings will not be so readily 
accepted. 
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Abstracts from Current 
PWevical Literature. 


SURGERY. 


Acute Intestinal Obstruction. 


OcHsNER (Surgery, Gyne- 
cology and Obstetrics, March, 1931) 
describes acute intestinal obstruction. 
The symptoms of intestinal obstruc- 
tion are usually quite definite, but 
vary considerably according to the 
location of the obstruction, that is, 
whether it is relatively high or rela- 
tively low in the intestinal tract, and 
the degree of interference with the 
blood supply of the affected gut. As 
is well known, mere obstruction of 
the intestinal tract in the absence of 
interference with the blood supply to 
the intestines produces, apart from 
obstipation, relatively few symptoms 
and signs in clinical cases. In all 
cases of ileus there are varying degrees 
of vascular occlusion; in high obstruc- 
tion the vascular disturbance may be 
intramural. The prognosis in ileus 
depends upon the length of time which 
has elapsed since the onset, the loca- 
tion of the obstruction and the 
previous therapy. Blood ch2mistry 
determinations are of value for prog- 
nosis and proper treatment. Symp- 
toms and signs of ileus are usually 
characteristic. Plain skiagrams of the 
abdomen with the patient in the 
upright position without the adminis- 
tration of contrast media are of value 
in diagnosing ileus. Early operation 
for relief of obstruction in ileus is 
imperative. Enterostomy is of value 
in both the adynamic and obstructive 
types of ileus, provided enterostomy 
alone is not employed. Splanchnic 
block, preferably by means of a 
splanchnic analgesia (Kappis) is of 
distinct value in adynamic ileus. Drugs 
are of little or no value in the treat- 
ment of ileus. 


Cerebellar Astrocytomata. 


Harvey CusHine (Surgery, Gyne- 
cology and Obstetrics, February, 1931) 
writes an account of his experiences 
with the cerebellar astrocytomata. 
The cerebellar astrocytomata furnish 
another example of  gliomatous 
tumours which, like the medullo- 


blastomata, show predilection for a. 


favourite site and produce a recog- 
nizable syndrome. The tumours are 
probably of congenital origin and 
usually date symptomatically from 
childhood, the average age of patients 
on admission being thirteen years. 
They signalized by periodic 
matutinal headache and vomiting. 
Owing to their mid-cerebellar situa- 
tion, the tumours inevitably cause 
secondary hydrocephalus, and this in 
turn leads to a choked disc which may 
be so insidious in origin that seriously 
impaired vision may be the first 
recorded symptom. They may attain 
a surprisingly large size before any 
cerebellar signs, usually shown as 
instability, put in an appearance. The 
tumours may be either compact 
growths or be largely cystic. When 


predominantly cystic, recurrence of 
symptoms is inevitable unless the 
mural nodule of tumour is identified 
and removed at the time of operation. 
To establish this apparently simple 
fact has required years of observation 
of cystic lesions variously treated. The 
clinical diagnosis lies between astro- 
cytoma and other forms of tumour 
that frequent the same region—medul- 
loblastoma, angioblastoma and ependy- 
moma—of which the astrocytomata are 
the most numerous. The growth is 
composed of fibrillary and _ proto- 
plasmic astrocytes in varying propor- 
tions and is therefore a mixed tumour, 
being firm or soft in texture in accor- 
dance with the predominating type of 
cell. An immediate diagnosis of the 
cytological characteristics of the 
lesion can be determined in case of 
doubt by employing the supravital 
technique. The tumours may lie 
exposed on the surface or be wholly 
concealed; and when so concealed, a 
vertical incision through the vermis 
is the proper method of bringing them 
to view. The operation, which can 
usually be carried out under local 
anesthesia, should, if possible, be com- 
pleted at the first session, a complete 
eradication of the growth at a second 
session being far more hazardous. The 
18% mortality for the series of 76 
patients is largely ascribable to inex- 
perience and to fatalities from 
secondary operations. With better 
understanding of the nature and 
favoured site of the lesions in the last 
twenty-five consecutive operations 
there has been a case mortality of only 
4% in spite of the prolonged and 
radical operations now undertaken by 
modern methods with attempted cure 
at a single session. 


Bronchiectasis. 


Cart A. Hepstom (Surgery, Gyne- 
cology and Obstetrics, February, 1931) 
describes the pathogenesis, diagnosis 
and treatment of bronchiectasis. Bron- 
chiectasis may be unilateral or 
bilateral, congenital or acquired. Most 
of the cases of bilateral involvement 
were probably originally unilateral. 
In the congenital type the dilatations 
result from intrauterine anomalies or 
disease. Symptoms develop only fol- 
lowing secondary infection. Acquired 
bronchiectasis is due to mechanical 
dilatation of bronchi weakened by 
infection. The dilating force may be 
the atmospheric pressure in the pre- 
sence of an intrapleural pressure 
reduced below the normal by atelec- 
tasis or by other cause, or it may be 
the extrabronchial traction of fibrous 
tissue or a combination of these 
factors. The expiratory phase of 
coughing, during which the glottis is 
closed, does not produce any dilating 
effect, since the increased _ intra- 
bronchial pressure is produced by the 
chest walls and the abdominal muscles 
through the relaxed diaphragm applied 
therefore from without the bronchial 
walls. The characteristic syndrome of 
bronchiectasis is a chronic cough with 
purulent sputum, a few rales over one 
or both bases and a Réntgenogram 
showing normal findings or only slight 


abnormalities in a patient in fair to 
good general condition. A_ positive 
contrast media bronchogram furnishes 
conclusive clinical proof, not only of 
the presence of bronchiectasis, but also 
of its site, extent and type. It is the 
only means of a positive diagnosis in 
the incipient stage of the disease. The 
dilating force exerted by atmospheric 
pressure, represented by the difference 
between it and intrapleural pressure 
and the extrabronchial scar tissue 
dilating traction, can be completely 
neutralized by pulmonary collapse. 
Early diagnosis and prompt collapse 
will arrest the process before the dila- 
tation has become extensive and wide- 
spread. Pulmonary collapse not only 
arrests the dilating process, but also 
brings about a partial collapse of the 
dilated bronchi. Cicatricial contrac- 
tion of fibrous tissue already present 
and secondary fibrosis that results 
from long continued collapse promote 
complete obliteration of the diseased 


bronchi. The methods of partial pul- 


monary collapse are phrenic neurec- 
tomy, partial pneumothorax and cir- 
cumscribed thoracoplasty. Those of 
relatively complete collapse are 
pneumothorax and thoracoplasty. 
Phrenic neurectomy is the method best 
suited to early cases. If it does not 
bring about sufficient relief of symp- 
toms, a secondary partial pneumo- 
thorax or thoracoplasty is indicated. 
In cases with extensive or advanced 
unilateral involvement a _ phrenic 
neurectomy followed by a_ graded 
thoracoplasty is the treatment of 
choice. Extensive bilateral involve- 
ment is beyond the hope of relief. 
Lobectomy secondary to thoracoplasty 
is a safer procedure than primary 
lobectomy and is indicated when the 
patient is not. sufficiently relieved by 
thoracoplasty. Cautery extirpation or 
eradication brought about by mobiliza- 
tion and prolonged contraction of the 
diseased lobe are alternate methods 
for patients with advanced extensive 
lesions. The best results may be 
expected from: compression treatment 
in incipient cases, the early diagnosis 
of which is made possible by contrast 
media bronchography. 


Spinal Anzesthesia. 


A. JaLcowiTz (Wiener Medizinische 
Wochenschrift, September 20, 1930) 
emphasizes the value of _ spinal 
anesthesia with 5% “Novocain.” The 
solution should be freshly made for 
each case and from 2:0 to 2°5 cubic 
centimetres are injected. The opera- 
tion can be performed within five 
minutes. The great drawback is the 
lowering of blood pressure, especially 
in patients over fifty years of age. 
The average fall of blood pressure was 
21 millimetres in those under fifty, as 
compared with one of 57 millimetres 
in older persons. The maximum fall 
in blood pressure is noted within 
fifteen minutes of the injection and 
the pressure returns to normal within 
an hour. Anesthesia lasts for two 
hours. Preliminary injections of 
eaffein will largely minimize this 
reduction in blood pressure. The 
author is of the opinion that fewer 
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after-results, such as headache and 
meningeal symptoms, follow the use 
of “Novocain” as compared with 
newer substitutes, such as “Percain” 
or “Tropacocaine.” 


Treatment of Paralytic Ileus. 

A. W. Ermer, L. PraszeK anp M. 
Sconeprs (Klinische Wochenschrift, Sep- 
tember 20, 1930) report their results 
in the treatment of paralytic ileus 
with the two hormones of pituitary 
extract—oxytocin and _ vasopressin. 
They consider from experiments that 
these substances have a mutually 
antagonistic action on intestinal peri- 
stalsis—vasopressin increases 
stalsis, especially of the large bowel, 
while oxytocin lessens such action. 
Because of this effect vasopressin 
alone is much superior to pituitary 
extract, physostigmine, pilocarpine 
and atropine. They recommend ten 
units followed by twenty units in one 
hour if the first dose is unsuccessful. 
These are given subcutaneously and 
if no success be attained twenty to 
forty units are injected intramuscu- 
larly. In a few cases the same dose 
may be given intravenously diluted 
with saline solution. After sub- 
cutaneous injection a pronounced 
general reaction may occur and dis- 
appears within thirty minutes. The 
blood pressure is normally unaffected, 
while the pulse may be slowed or even 
increased. They consider that this 
use of vasopressin will greatly lower 
the mortality of paralytic ileus. 


Actinomycosis of the Abdomen. 


Louis P. Goon (Archives of Surgery, 
February, 1931) discusses  actino- 
mycosis of the abdomen. He bases his 
remarks on sixty-two cases. He con- 
sidered the disease abdominal in type 
when the abdominal wall or the 
abdominal viscera was involved. He 
points out that 36% of the patients 
were farmers. In forty-eight instances 
the primary lesion was apparently 
situated in the ileo-caecal region. In 
eight other instances it was thought 
that the lesion might have originated 
in this area. He regards it as prob- 
able that the fungus is caught and 
harboured at a point of stasis and that 
from this situation it gains entry into 
the intestinal wall as a result of an 
injury to the mucosa. Secondary 
infection often occurs with the forma- 
tion of abscesses. It is at this stage 
that the patient first experiences his 
symptoms. The early symptoms are 
usually those associated with acute 
appendicitis. The patient may be sub- 
mitted to an operation for appendiceal 
abscess. In these circumstances the 
abscess is drained and the appendix 
may or may not be removed. In many 
instances the patient will apparently 
have a normal convalescence, but 
abscesses subsequently form. These 
may be relieved by drainage, but 
sinuses result. Later in the course 
of the disease the blood stream may 
become infected and _ metastatic 
abscesses may be found in any part of 
the body. Of the sixty-two patients 
reported by the author, twenty-nine 
have died, seven have not improved, 


peri-. 


six have improved and the disease 
has apparently been arrested in eight. 
Follow-up data could not be obtained 
concerning twelve of the patients. 
The treatment consisted in free drain- 
age, administration of iodide of 
potash, the care of the general health 
and treatment by X rays and radium. 


Carbuncle of the Kidney. 


T. D. Moore (The Journal of the 
American Medical Association, March 
7, 1931) discusses carbuncle of the 
kidney. He reports in detail five 
cases. He points out that carbuncle 
of the kidney is an unusual condition 
and that it is often overlooked because 
of its association with perinephric 
abscess and because of the difficulties 
in making a diagnosis. In addition to 
the five cases reported by himself the 
author reviews forty-two which he 
has collected from the literature. He 
points out that as a rule there is a 
recent history of suppurative lesion, 
such as a furuncle or a carbuncle. 
From three to five weeks later dull 
pain appears in the region of the 
affected kidney, associated with local 
tenderness, fever and sweats. Rigors 
may or may not occur. Examination 
of the urine usually reveals no abnor- 
mality; a moderate leucocytosis is 
found. and a culture of Staphylococcus 
aureus may be obtained from the 
affected kidney. The function of the 
affected kidney may be somewhat 
diminished. Pyelography as a rule 
reveals no characteristic changes, but 
the appearance may simulate that of 
a renal neoplasm. Surgical interven- 
tion is usually imperative, and 
nephrectomy is the most suitable treat- 
ment. When the condition is com- 
plicated by perinephric abscess, it is 
best to adopt preliminary drainage 
before nephrectomy is undertaken. 


Rejuvenation. 

Victor Lakatos (Wiener Medizi- 
nische Wochenschrift, February 1, 
1930) summarizes the functions of the 
internal secretion of the testis in its 
influence upon growth, assimilation 
and developments of secondary sex 
characteristics, and also its intimate 
relationship with the secretions of the 
thymus, suprarenals and hypophysis. 
He draws attention to the failure of 
attempts to reproduce the _ effects 
caused by this secretion, after its 
removal or in its absence, by the injec- 
tion of testicular extract or “Spermin,” 
and criticizes the operative procedures 
already advocated, namely, the trans- 
plantation of homogenetic or hetero- 
genetic grafts (Voronoff and Lichten- 
stern) and the operations of Steinach 
by ligaturing the vas. He ascribes 
more favourable results to Doppler’s 
method of destroying the sympathetic 
nerves of the testis and cord with a 
solution called “Isophenal.” He has 
noticed that in cases of senility the 
envelope of the testis always appears 
to be more degenerated than the tes- 
ticular substance itself and is very 
white when compared with the rosy 
tunica albuginea of youth. Accord- 
ingly he has devised an operation of 
making multiple incisions in the 


tunica albuginea to release its com- 
pression effects. He describes in datail 
the technique, which is very simple 
and done under local anesthesia; the 
parenchyma of the testicle is not 
injured. Only two to three days in 
bed are needed. The testicle shows 
a definite and permanent increase in 
size. The author reports the histories 
of two men, nearly seventy years old. 
Excellent results were obtained, especi- 
ally improved appetite and powers of 
assimilation, healthier appearance of 
the skin, increased muscle tone and 
power, optimism and ambition for the 
future, and a return of potency were 
noted. Several chronic maladies, such 
as headaches, arteriosclerosis, bron- 
chitis, pyorrhea, varicose ulcers et 
cetera, also showed great improve- 
ment. The author claims that these 
effects are permanent. 


Wounds and Maggots. 


In an editorial article, The Lancet, 
December 13, 1930, the treatment of 
infected wounds by maggots is dis- 
cussed. Individual surgeons learned 
much during the late war about the 
treatment of the infected wound. 
Primary suture of gunshot wounds 
was proved to be safe if undertaken 
within a period of six to eight hours, 
and the same holds good for motoring 
and other accidents. In a number of 
cases primary suture fails or is imprac- 
ticable; an infected wound then 
results. Recent views concerning the 
treatment of such wounds are interest- 
ing. A. J. Walton (The Lancet, 
November 15, 1930) regards extensive 
surgical procedures for the treatment 
of sepsis as wrong, and says that one 
should wait until the process is 
localized. H. W. Orr (Journal of 
Bone and Joint Surgery, 1928) 
advocates treating compound fractures 
by immobilization in a plaster cast 
and dressing the wound with vaseline. 
Lorenz Boéhler recommends that the 
wound should be exposed to the air 
to allow the formation of a protective 
scab. Of the methods devised to con- 
vert a septic wound into a clean granu- 
lating one, the best known is the 
Carrel-Dakin method, the good results 
of which are probably achieved by 
means of proteolysis. E. C. Slesinger 
(The Lancet, December 6, 1930) points 
out that in nature a somewhat similar 
result is achieved by the growth of fly 
maggots in an infected wound. During 
the war it was found that wounded 
men who had lain exposed for days, 
often had their wounds heavily 
infected with maggots and often did 
surprisingly well. Maggots delibe- 
rately implanted on an infected wound 
will clear all the dead tissue in four 
or five days. They are applied on a 
wire gauze cage, fixed with plasticine. 
They are then destroyed by chloroform 
vapour and scraped away. The method 
has been used by W. S. Baer, of Johns 
Hopkins Hospital, in the treatment of 
septic sinuses, osteomyelitis et cetera 
for over two years with satisfactory 
results, and it is concluded that “as 
an adjunct to the treatment of septic 
wounds maggots are worthy of the 
serious attention of surgeons.” 
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Special Articles on Diagnosis. 


(Contributed by Request.) 


XLIV. 
CHRONIC LEAD POISONING. 


Curonic lead poisoning is the result of the absorption 
of small quantities of lead for a continued period, as 
opposed to acute lead poisoning, the result of taking a 
large quantity, for example, of the acetate, in one dose. 
Many of the manifestations of chronic lead poisoning may 
be so abrupt in their appearance that they are called acute, 
but the underlying pathological process is a long continued 
one. 

There are two forms of lead poisoning seen in Australia: 

(i) Of adults, an industrial disease; (ii) of children, a 
house disease. 
: The latter is almost entirely, so far as is known at 
present, confined to north-eastern Australia, from the 
northern rivers of New South Wales up. The former is 
seen in certain industrial centres, where such operations 
as lead refining, enamelling and battery making are in 
progress. It is also seen to a less degree nowadays 
among painters, printers and plumbers. 

Certain features are common to both diseases. 


LEAD POISONING IN CHILDREN. 


The forms of lead poisoning found among children are 
rwandlang be the simple paralytic, the cerebral and the minor 
‘orms. 

Certain features are common to all these forms: 

(a) The patients are usually over two years and under 
eight years—the veranda age. 

(b) The sexes are equally affected. 

(c) There is an available source of lead, for example, 
powdering paint on walls, fences or railings. 

(d) The means of transferring the lead to the mouth is 
by nail biting, finger sucking or drop catching. 


(e) Usually there is a stage of preceding moderate ill 
health, lack of appetite, listlessness and pallor. 

(f) Colic consists of a sudden spasm of pain, “doubling 
up” and coming on without warning, unaccompanied by 
diarrhea, but sometimes by vomiting, and localized mainly 
to the upper part of the abdomen. John Hunter described 
it as “dry bellyache” and the description still holds. The 
pulse rate falls even to 40 to the minute. Firm abdominal 
pressure relieves, not increases, the pain. Colic must be 
distinguished from (i) acute intestinal obstruction of 
organic origin, for example, volvulus; (ii) entero-spasm 
giving rise to a transitory obstruction; (iii) acute appendi- 
citis, distinguished by a rise in temperature and increase 
in pulse rate; (iv). simple dietetic upsets; (v) biliary 
and renal colic which are rare in childhood. The fact 
that in an attack of colic irregularities of the colon may 
be palpable often adds to the difficulties of diagnosis. 

(g) Wasting, especially of the muscles of the face, 
occurs, apart from actual paralysis and of the subcutaneous 
fat. The infraorbital and buccinator muscles are specially 
affected. 

(h) There are certain blood changes commonly seen in 
cases of plumbism, though they are not necessarily 
characteristic of this disease. A fall of erythrocytes to 
as low as 2,000,000 occurs and a greater proportional fall 
of hemoglobin, so that the colour index is as low as 0°6. 
The red cells are altered. There may be poikilocytosis, 

- anisocytosis with a general diminution in size of the cells, 
loss of central hemoglobin so that the cell appears quoit- 
like, alteration in staining, either a general tendency to 
take the blue of the Jenner-Romanowsky stains rather 
than the eosin, that is, a polychromasia, and*the classical 
stippling. The last is claimed to be characteristic of lead 
anemia and by some the presence of more than 500 stippled 
cells per million is alleged to be pathognomonic of lead. 
Others are less dogmatic and hold that characteristic stip- 


pling may be produced by quite other agencies in childhood. 


Conversely, the absence of stippling does not exclude | 


plumbism. There is no characteristic alteration in the 
-white cells. This may be a negative sign of slight value. 

(i) In regard to the Burtonian blue line, two essentials 
are required: Sufficient circulating lead in the blood and 
-a septic dental factor—no blue line is found in the absence 
of dental sepsis. The line occurs as a row of minute blue- 
black dots just at the gum margin. It is best shown by 
inserting a stiff white card between tooth and gum, raising 
the gum margin—Gibson’s test. The blue line is not 
necessarily confined to the incisor teeth, it may occur at 
the gum edge of any septic tooth. 

(j) Lead in the urine. This can be detected only by an 
expert chemist in a first class chemical laboratory. At 
least one litre of urine is required and it must be col- 
lected so as to be. free from lead contamination, for 
example, lead foil on cork or bottle. A clear pickle bottle 
or, better still, a winchester is washed first with tap water, 
then with distilled water and finally with 20% hydrochloric 
acid in distilled water. Decomposition may be prevented 
by adding formalin, 20 cubic centimetres to the litre. Lead 
present above 0-05 milligramme per litre is regarded as 
pathological. The presence of lead in the urine does not 
necessarily prove that any lesion under consideration is 
due to lead poisoming, any more than a positive Wasser- 
mann reaction proves that an ulcer on the tongue is 
syphilitic and non-malignant. It does, however, indicate 
that lead, a tissue poison, is present in the body and is 
being excreted by the kidneys. Some patients with 
plumbism may show no lead in the urine and lead may 
be found in the urine of patients in whom no other 
manifestation can be found. 

(kK) Albuminuria, usually unaccompanied by casts, is 
common in all degrees of lead poisoning, from the mildest 
abortive forms to the most severe paralysis. The amount 
varies from a faint cloud with salicyl-sulphonic acid to a 
heavy deposit of 0:-5% Esbach. Actual renal damage to the 
extent of inefficiency is rare during the initial stages. 


The Simple Paralytic Form. 

In the simple paralytic form the following muscles are 
affected. In the lower extremities the peronei and exten- 
sors of the foot may give rise to the common foot drop. 
In the upper extremities the extensors of the wrist, 
especially the extensor digitorum communis and extensor 
indicis may be affected so that the wrist can be extended 
if the fist is closed (Gower’s sign). Involvement of the 
trunk is rare, but paralysis of the diaphragm has been 
observed. Sometimes combinations of all forms of 
paralysis occur, for example, upper and lower limbs have 
been occasionally paralysed at the same time. 

The features of the paralysis are as follows: Flaccidity 
is present. The paralysis is slowly progressive. It is 
a neuritic paralysis, picking out nerves and not segments. 
The reaction of degeneration is present when paralysis is 
complete. There is no sensory disturbance, apart from 
pain in affected muscles and on pressing nerve trunks. 
Usually complete recovery occurs, even after much wasting 
of muscle, but deformity, for example, talipes equino- 
varus, May persist requiring surgical treatment. Most 
striking of all, the paralysis is symmetrical. 

This paralysis must be distinguished from: 

(a) Diseases of muscles—the myopathies. 

(b) Other forms of neuritis, such as alcoholic (very 
rare in childhood); arsenical (also rare) in which 
sensory changes are prominent; syphilitic, rare and not 
usually symmetrical; and diphtheritic, though the dis- 
tribution is rather different, and a history of sore throat 
or nasal discharge can always be elicited; acute infective 
polyneuritis, another rare disease, in which sensory 
changes are very obvious. 

(c) Spinal conditions: (i) Acute anterior poliomyelitis 
is distinguished by its acute onset in a previously healthy 
child, the more asymmetrical distribution and the seg- 
mental rather than the neuritic manifestation, and finally 


1Dr. W. T. Nelson of the Commonwealth Serum Laboratories 
informs me that he is engaged on work which still further 
tends to cast doubt upon the specificity of stippling as a sign 
of plumbism. 
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by the fact that recovery does not tend to be complete. 
(ii) Progressive muscular atrophy, disseminated sclerosis 
and column diseases of the cord are rare at this age, and 
the distribution and nature of the paralysis are very 
different. 

(d) Rheumatism, which has only a very superficial 
resemblance. - 

In most cases it is dangerously fallacious to use the 
results of treatment for purposes of diagnosis. It leads 
to arguing in a circle. Should, however, a patient with 
doubtful paralysis make a complete recovery when given 
rest in a zero position and treatment by magnesium sul- 
phate and potassium iodide, it is often claimed that this 
supports the diagnosis of plumbism. 


The Encephalopathic Form. 


The mechanism of the encephalopathic form is at present 
in dispute. The essential feature is an increase in cerebral 
pressure owing to either an excessive production or a 
diminished elimination of cerebro-spinal fluid, which is 
normal in character in our experience, though Aub and 
Holt describe an increase of cells and globulin. Post 
mortem studies of the condition are lacking. 

The excessive secretion may be due to increased activity 
of the chorioid plexus, the result either of direct stimulus 
by the circulating lead or indirectly through the products 
of nervous tissue degeneration. 

Little has been said as to deficient elimination in this 


‘matter, but the lead may well have a direct action on the 


absorbing areas of the meninges. In any case the 
increased pressure is manifested by: Severe headache; 
squint, due to paralysis of the external rectus muscle of 
one side; papilledema; secondary optic atrophy and blind- 
ness; convulsions of all degrees of severity. These may be 
indistinguishable from simple convulsions due to dietetic 
or other causes, for example, onset of any acute illness. 
‘They may be distinguished only by looking for possible 
sources of lead absorption; history of pallor, loss of 
appetite and headaches; blue line and blood changes; 
squint, papilledema and greatly increased cerebro-spinal 
pressure on lumbar puncture. Of these the possible 
sources of lead absorption and a history of pallor et cetera 
alone may call the parents’ attention to the condition. 
Rarely is there sufficient disturbance of vision to attract 
attention, unless the condition has been a long time in 
existence, by which time the damage may be great and 
irreparable. 

The headache is usually severe and frontal and continu- 
ous. It may be sufficient to change a bright child into a 
very dull one, who will sit holding his head and dreading 
to be disturbed. The relief of the headache by lumbar 
puncture is very striking. 

Squint may be transitory, but is usually constant. Chil- 
.dren seldom complain of diplopia—the image of the squint- 
ing eye is neglected and nothing is said. The paralysis 
is practically always of the external rectus; it may be 
bilateral, but is more commonly unilateral and disappears 
rapidly after lumbar puncture. 

Papilledema is a simple. papilledema, quite distinct from 
the hypertensive retinitis seen in advanced arterio-sclerosis, 
The swelling may be great, with comparatively little inter- 
ference with vision, up to 10 diopters. Similarly, if the 
pressure is relieved by lumbar puncture, the swelling 
rapidly subsides until the pressure has been brought down 
to normal and remains there. A papilledema of 10 diopters 
= been known to recover completely with such treatment 
alone. 

Should there follow failure to treat the papilledema (a 
neglected swelling of much less will cause atrophy and 
blindness) the discs assume the typical chalk white colour, 
the vessels shrink and the retina grows pale. The outlook 
is now hopeless. Such cases of blindness have occurred 
in a child treated three times for papilledema; the fourth 
_attack was left too Iong. 


Differential Diagnosis. 

Tuberculous Meningitis—In tuberculous meningitis the 
child is usually feverish and too ill to get about. The 
child with lead papilledema, on the other hand, is often 
alert and lively and afebrile. Kernig’s sign, head retrac- 


-tion and, above all, the reactions of the cerebro-spinal 


| fluid, distinguish it in the earlier stages, while in the 


later the obvious progress to a fatal issue provides an 
absolute, if late, distinction. Tuberculous meningitis is 
rare in Queensland and is extremely uncommon in 
children over two years of age. 


Epidemic Encephalitis—Epidemic encephalitis may be 
ushered in with slight or no rise in temperature, heaviness 
and,. above all, squint or other cranial nerve signs. 
Papilledema is of the utmost rarity, and its presence is 
always enough to cast grave doubt on the diagnosis. 

The Neuro-Retinitis of Diabetes and Arterial Hyper- 
tension—In diabetes the condition is a neuro-retinitis, 
not a papilledema, and other signs of the disease, for 
example, high blood pressure, albuminuria or glycosuria 
will be present. 

Cerebral Syphilis ——Choked disc may be the only sign in 
basal cerebral syphilis. It may be combined headache and 
squint, and secondary optic atrophy may occur, as well as 
primary optic atrophy with no other frank manifestations 
of syphilis. The alteration in the cerebro-spinal fluid as 
regards Wassermann reaction, cell count and globulin 
content must be always investigated. . 

Cerebral Tumour or Cerebral Abscess.—Differential diag- 
nosis from cerebral tumour or cerebral abscess may be 
difficult in the absence of localizing signs. There may be 
a simple papilledema, temporarily diminished by lumbar 
puncture, a puncture which produces only normal cerebro- 
spinal fluid under varying degrees of pressure. 

Sometimes only the course of the disease may be suf- 
ficient to:establish the diagnosis, but occasionally cerebral 
tumours temporarily cease to progress, or even retrogress, 
giving all the appearance of a cure. 

In all cases of doubt the presence of some or all of the 
common features of lead poisoning may determine the 
diagnosis. These may, however, be absent, as it is held 
that the encephalic ferm of lead poisoning is a manifesta- 
tion of rapid intake of relatively large quantities. Radi- 
ography of the skull and even ventriculography may be 


‘necessary to distinguish these conditions. 


Minor Forms. 


Breinl and Young, in Annals of Tropical Medicine and 
Pathology, described minor forms of lead poisoning as 
follows: 


The cases may be classed according to.the severity 
of the symptoms. The very early cases have no definite 
symptom. Parents complain of a change in the 
character of the children within the last few years; 
whilst previously they have been normal and well 
behaved, lately they have become peevish and fretful, 
were very restless at night, and had lost their appetite 
completely. As a rule, only careful cross-questioning 
elicited the information that the child had been com- 
plaining of slight pains in the epigastrium and pains 
in the legs. 

The breath was often foul and now and again ulcera- 
tion was noticed in the mouth. According to .the 
parents’ statements the children were flushed in their 
faces and appeared feverish. All the symptoms 
referred to are very definite and may be considered 
as the commencement of any iMmfectious disease. 

Even in these early cases lead can be found in the 
urine, often in appreciable quantities, and without the 
chemical analysis the correct diagnosis would he very 
difficult. 

In cases of slightly longer duration the pains in the 
abdomen, intermittent at first, have become more con- 
tinuous. Constipation is the rule, but in rare cases a 
history of intermittent diarrhea is given. Vomiting is 
only very rarely observed. The pains in the calf of 
the leg become more marked, the calf muscles are 
often so painful that the little patients cannot endure. 
even the weight of the bedclothes, and at this stage 
the gait of the child becomes affected. The Burtonian 
line was observed only in a small percentage of the 
children. 

A continuous line is not often found in children, but 
the characteristic minute black spots occur round 
teeth which are coated with a deposit of tartar, 
requiring the use of a hand lens for their diagnosis. 
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The symptoms in these children are mainly those of 
general ill health; there is nothing definite, but the mother 
complains that the child is listless, has no appetite, will 
not play; cries without provocation and is losing weight. 
He may sleep badly, enuresis is not uncommon and slight 
abdominal pain, not amounting to actual colic, is often 
present. Headache is a very variable symptom. 

On examination there is at first little to be found. The 
child is peaky, pale and often flabby. He usually cries 
at any manipulation, but no source of pain or frank 
tenderness may be found in the limbs or abdomen. Some- 
times there is evidence of mouth breathing, there may be 
a faint blue line on the gums of septic teeth and there 
may be a slight suspicion of wrist drop or foot drop. The 
patients with headache rarely have papilledema. The 
symptoms are very similar to those described by Mathew 
in mild cases of industrial plumbism. 

Evidences of possible lead absorption are always present 
and should be sought for diligently, even if the child’s 
own home affords no supply; there may be a neighbour’s, 
a fence on the way to school or, in one case, a bridge rail. 
Nail biting, finger sucking and drop catching (in wet 
weather) are the commonest methods of collection. 

The conditions which may be mistaken for minor 
plumbism are: Minor degrees of chronic sepsis—of teeth, 
sinus or tonsils; congenital syphilis; intestinal worms; 
chronic intestinal indigestion (John Thomson); thyreoid 
deficiency in. mild degrees; celiac disease; pink disease; 
acute leuchemia. I have seen all these conditions ascribed 
to lead, some by myself, some by others. 


Diagnosis is not made easier by the fact that congenital 


syphilis, thyreoid deficiency and possibly some throat 
affections are greatly benefited by potassium iodide, while 
many patients with chronic indigestion are relieved of 
much sluggish bowel content by a short course of mag- 
nesium sulphate. The only possible method of avoiding 
mistakes is to keep all these possibilities, as well as lead 
absorption, in mind when examining the child with chronic 
ill health and to use every method of diagnosis before 
deciding on a line of treatment. 


LEAD POISONING IN ADULTS. 


Lead poisoning in adults is in many respects very similar 
to that of children. There are certain differences: (i) 
Age, in that young workers are more affected than the 
more elderly. (ii) Sex. Abortion is very common among 
pregnant women, while amenorrhea, dysmenorrhea and 
menorrhagia also eccur. (iii) Source of lead varies with 
the industry—in lead refineries from the dust, in battery 
making from the fumes. 

It is notable that whereas in the older trades lead 
poisoning has diminished through altered methods, for 
example, the linotype in printing and the cellulose spray 
in carriage painting, new industries have arisen in which 
the risks are as great, if not greater, for example, rubber 
manufacture and accumulator making. In adults the 
greatest part, by far, of the poisoning takes place from 
inhaled lead as opposed to the apparently ingested lead 
of the child. 


Mild Forms of. Adult Plumbism. 


The initial period of ill health, pallor, lassitude, wasting 
and lack of appetite are'common to both adult and child. 
The blood changes are the same in each. The blue line 
in the adult is often as seen in the child, a narrow blue 
line, but where severe pyorrhea is present there may be 
a broad blue band, five or six millimetres wide, extending 
back from the gum margin. Urinary changes occur similar 
to those in children. f 

On the foregoing is based Badham’s standard of diagnosis 
of mild forms, namely: 

A definite sign of a lead intake determined by the 
presence of a blue line or lead in the urine in an amount 
exceeding 0-05 milligramme per litre, together with one or 
other of the following signs of intoxication: © 

1. The presence of stippled red cells to the number of 
over 500 per million red cells, with no other blood changes 
and with or without symptoms of lead poisoning. 

_. 2, The presence of stippled cells in number less than 500 
per million red with symptoms of lead poisoning. ~. 


3. The presence of stippled cells with other blood 
changes, such as changes in the shape or size of the red 
cells, polychromasia, reduction of hemoglobin to 80% or 
less, and reduction of red cells below four and a half 
million, with or without symptoms of lead poisoning. 
The symptoms of mild lead poisoning are taken as 
abdominal pain, constipation, headache, debility and tremor. 


Severe Lead Poisoning in the Adult. 


Colic is very constant and has to be distinguished from: 
(i) Colic due to acute abdominal catastrophes, for 
example, perforated viscus, acute intestinal obstruction, 
acute pancreatitis. (ii) Biliary or renal colic. (iii) Root 
pains of spinal disease. (iv) Tabetic crises. 

The “jerks and gums” are as important in abdominal 
diagnosis today as in the past. The pulse is slow in lead 
colic and the other signs of lead poisoning are present. 

The general characteristics of paralysis are as in chil- 
dren. The most common form is wrist-drop, owing to the 
frequency with which the extensor indicis and extensor 
communis digitorum are affected. The interossei are also 
often paralysed at this stage. Next in order of frequency 
come the shoulder muscles, especially the deltoid, then 
those of the leg, especially the peronei. Least of all are 
the muscles of the trunk, larynx and diaphragm. 

Acute anterior poliomyelitis: is uncommon in adults 
and does not present the same difficulty in differentiation 
as it does in children. The chief resemblance is to the 
other toxis neuritides, alcoholic neuritis being the most 
common. Though much the same groups of muscles are 
involved, the sensory changes are very prominent and the 
other almost constant signs of plumbism are lacking. 

Similarly, these signs will serve to differentiate it from 
such diseases of the nervous system as progressive mus- 
cular atrophy, tabes, disseminated sclerosis and _ the 
myopathies. Lead encephalopathy rarely takes the form 
seen in childhood; its usual manifestations are headache, 
delirium, mania, psychic depression, coma or convulsions. 

These, especially if associated with lesions of the cranial 
nerves, may simulate cerebral tumour, cerebro-spinal 
syphilis, cerebral hemorrhage, epilepsy, chronic alcoholism, 
uremia, eclampsia and hysterical or neurasthenic 
eonditions. 

The correct diagnosis is made only by finding on the 
one hand other signs and/or symptoms of plumbism or, on 
the other, features opposed to it, for example, changes 
in the spinal fluid. But it must also be constantly 
remembered that some of these conditions, for example, 
syphilis or alcoholism, may coexist with lead poisoning 
and a cerebral hemorrhage is a perfectly possible end 
result of lead arterio-sclerosis. 

Even without any of the foregoing frank manifestations, 
there is in almost every sufferer from plumbism, child or 
adult, a degree of dulness, sluggishness and inability to 
concentrate, often combined with restlessness and 
irritability. 


Late Manifestations of Plumbism. 

The relationship of nephritis and_arterio-sclerosis to 
lead poisoning is still a matter of dispute, both in children 
and adults. 

As regards adults, lead poisoning is one of the few 
etiological factors admitted by Fishberg in his discussion 
on the causes of essential hypertension, while Badham 
sums up the matter as follows: 


Our limited knowledge of the sequele of lead poison- 
ing is no greater than when Legge and Goadby wrote: 
“Unless it were established that granular kidney 
nephritis were present in a worker before commence- 
ment of lead employment, we think it would be useless 
to endeavour to prove that the condition was indepen- 
dent of lead, despite its comparative frequency as a 
cause of death apart from employment.” 

With the present limited knowledge of the manner 
of onset of arterio-sclerosis and nephritis among lead 
workers, it is impossible to determine the cause and 
origin of such degenerative changes in a lead worker. 
It is comforting to the physician to know that there 
is a history of: past colic or palsy in any individual 

<—. adjudged to be affected by arterio-sclerosis and/r 
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nephritis caused by his work, but it is probably fal- 

lacious to think that such an easy means of ‘selection 

picks out those by their trade from those whose 

peg vascular make-up leads to early degenerative 
ange. j 
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British Wevical Association Mews. 
SCIENTIFIC. 


A MEETING OF THE VICTORIAN BRANCH. OF THE BRITISH 
MEDICAL ASSOCIATION was held at the Medical Society Hall, 
East Melbourne, on November 12, 1930, Dr. R. G. McPuee, 
the President, in the chair. 


Obstetric Abnormalities. 


Proressor J. C. WINDEYER read a paper entitled: “The 
Diagnosis and Treatment of Some Common Obstetric 
Abnormalities” (see page 551). 


Dr. Frank NyvtaAsy . expressed high appreciation of 
Professor Windeyer’s extremely interesting and instructive 
address, with its fine illustrations, and then said he would 
confine his remarks to but one of the many topics dealt 
with, namely, the occipito-posterior presentation. To 
begin with, he would remind members of the extraordinary 
differences of opinion and practice to be met with among 
leading authorities on this familiar subject. 

For instance, Professor Hastings Tweedie, a past master 
of the Rotunda, in the third edition of his text book stated 
that with the os fully dilated and the membranes ruptured 
he made no attempt in delayed cases to turn the occiput 
forward either by the hand or the forceps, but “attended 
to the common cause of failure of flexion, namely, uterine 
inertia.” This was treated with a mixture of chloral and 
opium, or morphine given hypodermically. When the 
patient awoke, vigorous pains came on and the head 
frequently rotated to the front and was delivered spon- 
taneously. Tweedie said: “If the head does not rotate, 
it does not matter much; put on forceps and pull it out 
slowly and carefully.” at 

Dr. FitzGibbon, another ex-master of the Rotunda, 
expressed similar views. Thus he said: “If at the beginning 
of labour the head is still above the pelvic brim, efforts 
may be made to change it into the nearest occipito-anterior 
position. This is most difficult and not necessary.” During 
the second stage, if the occiput had rotated into the hollow 
of the sacrum, pressing on the fundus and encouraging 
the patient to bear down would push the head forward 
and -complete delivery in quite a number of cases. If it 
failed after a reasonable trial, delivery was completed 
with the forceps. 


Hospital for 


Professor Whitridge Williams, perhaps the most famous 
of the American obstetricians, said that in a small: propor- 
tion of cases manual rotation could not be effected and it 
then became necessary to apply forceps with the occiput 
still posterior. Downward traction was then made till 
the head impinged on the pelvic floor; the occiput was 
then slowly rotated to a transverse and then to an oblique 
anterior diameter. The forceps were now taken off, 
reapplied and delivery effected. 

Dr. Nyulasy remarked that Professor Windeyer had 
ignored the question of forceps rotation and he quoted 
with significant approval a recent paper by Dr. Douglas 
Miller, Physician to the Edinburgh Royal Maternity 
Hospital. 

In the course of his very able paper Dr. Miller said that 
“forceps rotation for occipito posterior cases demanded a 
high degree of manipulative skill and should be attempted 
only by the expert.” On the other hand, Robert Watson, 
of Belfast, after about thirty years’ experience, in a letter 
to The British Medical Journal in June, 1930, wrote: “The 
maneuvre is simplicity itself. There is no feat in obstetrics 
so essential in general practice, easier to perform or more 
effective. Deep chloroform anesthesia is desirable through- 
out. You diagnose the position of the head, lay your 
blades on as squarely to its sides as possible, lock the 
instrument and keep it locked, then (in a pause between 
pains, and gently) push the fetus back towards the uterus 
till its head feels free. Now, still gentle, you give the 
forceps a half turn (like a key in a lock) and proceed to 
deliver. The original instruction—to bring the head down 
until it is fixed and then withdraw the reversed forceps 
and apply them again—is unnecessary. More, it may do 
harm.. Heads can revert too easily. Thus in all but 
exceptional cases it is safer and easier not to unlock the 
forceps. The facility with which delivery can be effected 
with them in this manner is a shock to one’s notions about 
the parts and the art, but a salutary shock, for modern 
obstetrics tends to become paralysed with exuberant 
theory.” 

In supporting Dr. Watson’s method, Dr. D. C. Williams, 
in the same journal, wrote: “I always use Kielland’s 
forceps, and with this instrument rotation of the occipito- 
posterior position is so easy that the presentation offers 
no more difficulty than the ordinary anterior presentation. 
It is hard to understand why Kielland’s forceps has not 
taken the place of the axis traction forceps in this 
country...” 

In his own practice, Dr. Nynlasy continued, he generally 
preferred manual rotation when interference was necessary, 
but in exceptional cases he had used forceps rotation 
with distinct advantage. 

Dr. B. MILNE SUTHERLAND expressed his appreciation of 
Professor Windeyer’s address. The professor had presented 
his subject in broad outline, omitting minute details, and 
it was evident that he had cultivated a sense of touch 
which was beyond the capacity of most practitioners. 
Referring to occipito-posterior positions, the presence of 
excessive liquor amnii or abdominal fat might make the 
diagnosis of position exceedingly difficult. Failure to rotate 
was usually due to rotation through less than half a semi- 
circle, the head tending to rotate back into the hollow 
of the sacrum. It was necessary to rotate through three- 
quarters of a semicircle at least. Walcher’s position was 
of great assistance only in getting the head through the 
brim into the pelvic canal; it tended to contract the 
outlet, and the position should be changed to the lateral 
or the lithotomy as soon as the head was in the canal. Not 
infrequently the head was found in the transverse position, 
and he considered that there was a definite danger in 
rotation by forceps. The process must be a careful 
operation with no degree of force. 

Dr. Fertx MEYER expressed appreciation of the paper, 
both in its material and manner expressing the author’s 
wide experience and authority. Books were occasionally 
written by men who had the courage of the opinions of 
others, and so contained shibboleths which had been handed 
down from writer to writer. It could be learnt from 
Professor Windeyer’s teaching of the management of 
oecipito-posterior positions that trauma should be reduced 
to a minimum, He considered that Professor Windeyer’s 
treatment of this problem was most lucid and convincing. 


. 

: 


576 THE MEDICAL JOURNAL OF AUSTRALIA. 


May 9, 1981. 


Dr. JoHN GREEN, congratulating the speaker, reminded 
members of Professor Windeyer’s paper on eclampsia, 
read by him on a previous visit to Melbourne. Dr. Green 
felt that abdominal palpation was such an obvious part 
of obstetric work that its refinement was often neglected. 
The information derived was often very exact. There were 
in addition other less obvious virtues in abdominal palpa- 
tion. In following the progress of a labour it avoided 
the risk of repeated vaginal examinations. It saved all 
the time associated with the preparation technique of a 
vaginal examination. It was a perfect exercise for develop- 
ing “touch” as applied to general examination. This was 
particularly useful in teaching. With regard to occipito- 
posterior presentations Dr. Green felt that conservatism 
was essential. Nineteen out of twenty occipito-posterior 
presentations righted themselves. The residue, however, 
provided difficulty at times. While in this residual group 
rotation to an anterior position was generally easily per- 
formed, he admitted that in certain cases he carefully 
rotated the occiput with forceps. In this connexion he 
pointed out that in a nuwllipara particularly the forceps 
extraction could imitate Nature in delivering the child 
in a posterior position. Further, that troublesome, half- 
rotated case with the sagittal suture in the transverse 
diameter of the pelvis responded well to the application 
of the forceps as an anterior-and a posterior blade. 


ProressoR MARSHALL ALLEN said that it was not often in 
Australia that one met someone who had materially con- 
tributed to the art and science of obstetrics. The method 
of determination of the progress of labour by palpation 
of the shoulder which had been published in the literature 
was the work of Professor Windeyer. He (Professor 
Allen) used this method and taught it to his students as 
Professor Windeyer’s. The X ray photographs illustrating 
the wide separation of the symphysis pubis during labour, 
though possible, he thought, must be looked on with a 
certain amount of doubt. He expressed a hope that there 
would be in the future a longer period of training for 
the obstetric nurse. 


Professor Windeyer, in reply, said that his methods of 
palpation were not too difficult for practitioners or students 
to master. It was simply a matter of teaching the student 
te feel what he should feel in the first place, and he should 
thereafter not experience any difficulty in accurate 
palpation. 

He advised that the man with oversized hands should 
use forceps to rotate the head. He himself had never used 
forceps to rotate the child’s head, but used the hand to 
flex the head and then to rotate it. When, owing to a fat 
abdomen, it was difficult to make a diagnosis abdominally, 
then fingers and, if necessary, the hand should be inserted 
in the vagina to make sure of the diagnosis. 

In reply to a question as to the induction of labour in 
boerder-line cases of contracted pelvis in primipare, Pro- 
fessor Windeyer said that medical methods for induction 
should be used. If these failed, then mechanical methods 
might be used. 

When premature rupture of the membranes occurred, 
followed by prolonged and fruitless labour, the patient 
might be helped by inserting a de Ribes bag shortly after 
the rupture of the membranes, but admittedly this was 
one of the most difficult problems in obstetrics. He joined 
with Professor Marshall Allen in the hope for an improved 
system of training obstetric nurses. 

At the conclusion of the discussion, the President, Dr. 
R. G. McPhee, on behalf of the Victorian Branch, expressed 
pie appreciation of Professor Windeyer’s visit and 
address. 


NOMINATIONS AND ELECTIONS. 


THE undermentioned has been nominated for election as 
a member of the New South Wales Branch of the British 
Medical Association: 

Lermitte, Edward Augustus, M.B., B.S., 1894 (Univ. 
Durham), L.R.C.P. (London), 1895, M.R.C.S. 
(England), 1895, Deepwater. 


The undermentioned have been elected members of the 
New South Wales Branch of the British Medical 
Association: 

Barry, Thomas, M.B., B.S., 1929 (Univ. Sydney), 6, 
Church Street, Randwick. 

Bull, Ignatius Loyola, M.B., B.S., 1927 (Univ. Sydney), 
78, Lang Road, Centennial Park. 

Donnellan, John Joseph, M.B., Ch.M., 1925 (Univ. 
Sydney), Dora Creek. 

Jones, Karl Owen, M.B., B.S., 1928 (Univ. Sydney), 
“Mulwaree,” Cordeaux Street, Campbelltown. 
Roberts, Charles Eric Elphingstone, M.B., 1930 (Univ. 

Sydney), Kembla Street, Wollongong. 


MWedico-Legal. 


EADY versus FINLEY. 


In this action the plaintiff claimed £10,000 damages for 
alleged unskilful and negligent treatment by the defendant 
of the plaintiff while suffering from typhoid fever. The 
action was heard in the Supreme Court, Sydney, before 
Mr. Justice Ferguson and a jury of four on March 17, 18, 
19, 20, 23, 24, 25 and 26, 1931. i] 


Mr. Boyce, K.C., Mr. Edwards and Mr. Wright (instructed 
by Messrs. Cathels and Jones) appeared for the plaintiff. 

Mr. Lamb, K.C., and Mr. Owen (instructed by Messrs. 
Macnamara and Smith) appeared for the defendant. 

CHARLES Victor EApy, sworn, examined, deposed: 

To Mr. Boyce: I am the plaintiff and I live at Hoskins 
Street, Temora. I am a general carrier. I have been 
carrying at Temora since about 1925. It was about the 
8th January, 1927, that I contracted typhoid fever. Prior 
to this I was in good health. As far as physical strength 
was concerned I was a bit above the average. I contracted 
this typhoid fever and my wife rang the doctor up. That 
was Dr. Finley. He came to the house on the 9th January 
and he said he did not know what was wrong just then, 
but to keep me in bed. He came around then on the 10th 
and said that I was developing typhoid fever and to get 
around to Carlton Private Hospital at once. I went that 
day. I left the hospital on the 8th March, 1927. During 
my stay I was never unconscious. I was aware of what 
went on around me. I think it was on Saturday, the 29th 
January, that I complained of very severe soreness under 


the back. The nurse lifted the blankets and had a look. 


and showed the wife these great red patches on the back. 
The doctor was not there. 
To Mr. Lamb: That was Nurse McGibbon. 


To Mr. Boyce: The doctor did not speak to me about bed- 
sores just then, but when I was at home he said to me one 
day: “You have had a very severe illness, Charlie, those 
.. . bedsores are... of things.” I did not see the doctor 
the day I complained about the soreness. It was the wife 
who complained to the doctor, I never did. Until that day 
the doctor’ had never looked at my body. I had had no 
washing done to my body, only my face and hands and 
chest. I had been moved, but not very often. I had the 
bedsores on the lower part of the back, on the left hip 
over the joint and over the joint of the right hip. There 
had been nothing in the nature of methylated spirit or 
powders or anything like that applied to me at all. On 
the Sunday my people were all sent for. On the Monday 
morning early I was bandaged right round the hips and 
back with cotton wool and placed on one of those air 
cushions. At that time the bedsores were approaching. 
An air bed came on the Wednesday, the 2nd February. 
I was placed on the air bed on the morning it came, with 
the air cushion included. 

I gradually went on after that and I was on full diet 
in about the fifth week, but those bedsores continued to 
slough out and get very much worse and they got so bad 
that you could see not only the bone, but the joint of the 
hip. I stayed there until March 10th and then I was 
carried out of the hospital, bed and all, Baltic frame 
included. I was taker home. I remained in bed con- 
tinually right up till the latter end of August, when they 
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tried to sit me up. . The sores were nearly healed then. 
In August they started to sit me up in that Baltic frame, 
when the sore broke down again. Dr. Finley came round 
next morning and looked at the sore. He did not say 
anything to me at all about it. I was kept in bed after 
that. When I came to Sydney on the 9th September they 
were just about healed; there was just 4 little patch of 
about the size of a shilling that was not covered. Dr. 
Harold Ritchie was the first man I called on. The other 
was Dr. Max Herz. I went back to Temora. When Nurse 
Field left (11th November) I would be out in the chair 
for a time, but mostly in bed. I was able to walk with 
the aid of the crutches and a man or a woman on each 
side of me. Dr. Finley put my leg in a splint in 1927, that 
was in the hospital when the sores broke out; I got drop- 
foot in the left foot. He provided a kind of a splint made 
from wire gauzing, with the foot cut out, and I dropped 
the foot into it. That remained on for about a week and 
it got very troublesome, very painful under the heel, and 
I complained to the nurse about it. When they took it off 
there was a great sore on the heel. Later on that became 
like an ulcer and it took about six months to heal. There 
was nothing done to it to protect the heel at all; it was 
just put on and left there. I came to Sydney again in 
March, 1928. I was sufficiently able to travel to get down 
on my own on the crutches. I saw Dr. Glissan. My leg 
was then twisted, it was stiff. Dr. Glissan said there was 
some movement in it, but it was very stiff, and he thought 
he would have to put me under an operation to straighten 
it out and to put me into plaster. I was operated on at 
Saint Vincent’s Hospital on the 1st May. They put me 
in plaster of Paris right down to the left foot. I was in 
that for just a little over half a year. I came out of it 
on the first Tuesday in the November following, that would 
be 1928. When my leg was taken out of the plaster I 
could not bend, I was almost as straight as the crutches. 
I was not able to walk about. After a time I got about 
with the aid of crutches. I was not able to go about my 
business at all, I was not able to do anything. I gradually 
improved after that and got up to the stage I am at now. 
I can just hobble a little bit without my- crutches, but 
very little. I cannot sit down properly. I am not able 
to dress myself. When I left the hospital I was in a 
filthy condition, excreta was caked all round the back, 
and it took the nurse almost a fortnight to get rid of it, 
taking it off in little bits at a time with methylated spirits. 
It was so severe that she could just do little bits at a time. 


' Mary JANE Eapy, sworn, examined, deposed: 


To Mr. Boyce: I am the wife of the plaintiff. He was a 
strong man. The fever was the first sickness that he has 
had. The only thing I remember about rheumatism is 
when Dr. Finley treated him for a few weeks with a serum 
about thirteen years ago. From that day until the day he 
went to the hospital he has never suffered from rheumatism. 
He always wore woollen underclothes. He became ill on 
the 9th January and I called Dr. Finley in and he informed 
me that he was developing typhoid fever, and we shifted 
him to hospital on the 10th January. I used to go and 
see him in the hospital three times a day. The first I 
knew about bedsores was when he complained to me about 
his back being sore. That would be about the 29th 
January. I spoke to the nurse and she showed me. I saw 
a big red patch on his hip and on his back, and he was 
lying on the other hip, so I could not see that. I spoke 
to the doctor and he said not to worry about that. On 
the Sunday they sent for his people. On Monday morning 
he took a turn for the better. On that Monday morning 
I did not look at the bedsores, he was all bandaged up 
and had an air cushion under him. He stayed on the air 
cushion till the Wednesday, when they put the air bed. 
under him. I was there when he was put upon the air 
bed. The bandages were not undone then. My husband 
seemed to be getting better. About a week later Dr. 
Finley undid the bandages and showed me the bedsore 
on the hip. It was about as big as the palm of your hand. 
It was just broken out. I did not see any other bedsore. 
Dr. Finley said: “If you like to see the bedsores, Mrs. 
Eady, I will show them to you,” and he showed me the one 
on the hip. He never said anything about it. I did not 
ask him, there was no conversation at all. Until the 
breaking out of the bedsores I had not on one occasion 


seen my husband washed in the hospital. I did not go 
there until eleven in the morning or thereabouts. After 
the sores broke out I stayed in the hospital all night for 
the last month. I used to go at eight at night and stay 
until morning. Between five and six o’clock in the morning 
I would go home. I did not sleep at all, I stayed in the 
bedroom in a chair. During that time I did not see any 
washing done. I did not see any treatment for the bed- 
sores at all. When my husband arrived home he was in a 
very filthy condition, his hips and back were all smothered 
in motion. It took about a fortnight to clean him up 
properly. The bedsore was about four inches long on his 
back when we brought him out of the hospital. The 
bedsores on the hips would be about two inches. The 
sores were open and sloughing. You could see the bone, 
on the back you could see all the spine. It looked all bad, 
like a piece of meat that was going all rotten. I know the 
heel that my husband suffered from. A fortnight after 
the bedsore broke out they said he had a dropfoot and 
“— put a splint on to keep his foot up, and it caught the 
eel. 

Ernest SIvEtL, of Temora, painter, gave evidence 
that he had known the plaintiff for many years. He was a 
very strong man and to witness’s knowledge had never 
suffered from rheumatism. 

To Mr. Boyce: I saw the bedsores very soon after he 
left the hospital. There was a great big, gaping, red, raw 
flesh sore on the back, on the butt of the spine, and on 
each hip was a similar sore. The sores were not in the 
best of condition because they were covered with deposit. 
That was the day after plaintiff had returned home or the 
day after that. 

Victor Eapy, son of the plaintiff, gave similar evidence. 

Aenes Curtin, of Marrickville, widow, sister of the 
plaintiff, gave evidence that she was at his home when he 
returned from the hospital. 


To Mr. Boyce: He was in a dirty condition when he came 
from the hospital. There was deposit on his body. He had 
not been washed thoroughly. The sores on the hips were 
large, about the size of small saucers. They were deep 
and had all dead flesh in them. I saw the bone in the hips. 

ARTHUR TARLETON, sworn, examined, deposed: 

To Mr. Boyce: I am a medical practitioner practising at 
Molesworth Street, Hillston. When I examined the plaintiff 
I found that he had a stiffness, an inability to bend certain 
vertebral joints. Those were in the middle of the back 
and one or two here (shown). I did not definitely ascertain 
which particular joints they were, but they were in the 
spine. He cannot bend his spine. His left hip is ankylosed. 
He had one large scar over the sacral region. The tissue 
was thin and papery and bound down to the subjacent bone. 
There was no flesh underneath it and it was shiny. On 
the right hip there was a depressed scar below the 
trochanter. There was a similar scar, but bigger, in a 
similar position on the left hip. There was a slight scar 
over the left abductor tendons. There was a callosed scar 
over the insertion of the left tendo Achillis. It is a thick 
elevated wound, depressed in the centre, umbilicated is the 
technical term for it. The hole on the left hip is about 
two and three-quarter inches by one and three-quarter 
inches by one and a half inches deep. The hole on the 
other hip is slightly smaller. The one in the back is level, 
flat. Mr. Eady is not able to walk about at all, other than 
he does with his crutches. He could not sit with those 
sears, he could not sit with comfort for any time on his 
sacrum. I examined him on the 7th March, 1931. 

Witness stated that he agreed with the following excerpts 
from authorities: 


Apart from exceptional conditions the occurrence of 
a bedsore in private practice as well as in a hospital 
is a reproach to the physician and its attendants.— 
“Typhoid and Typhus Fevers,” edited by Sir William 
Osler (1901 edition). 


Preventive treatment is of primary importance and 
since the sores are almost invariably secondary to some 
bedridden condition the attention of the physician and 
nurse should always be directed to the possibility of 
their supervention in prolonged fevers, paralysis, 
fractures of the femur, etc. 
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‘Bedsores in typhoid. Bedsores should never be seen 
in typhoid fever. patients where skilful: and conscien- 
tious nursing has been carried out. 

On rare occasions, however, their occurrence may be 
pardonable where a perforation prohibits the slightest 
change of posture of the patient’s body.—Sir William 
Whitler (1923 edition). 


The prevention of bedsores consists in cleanliness, 
dryness of the skin, smoothness of the bed lines, and 
in avoiding undue pressure on any part, except perhaps 
in some rare cases of spinal disease . . . bedsores are 
always preventable. Indeed it is with some hesitation 
that I allude to any possible exceptions. 

All parts exposed to pressure must at least be twice 
daily washed with soap and water, well dried, 
thoroughly rubbed with spirit and dusted with powder. 

When there is no control over bladder and rectum 
careful and frequent cleansing and changing are 


necessary. 

The marked improvement which has taken place in 
the nursing and management of fever patients has 
almost banished bedsores, yet in a few very protracted 
cases in very debilitated persons, whatever the pre- 
cautionary measures, they may perhaps be unavoid- 
able.—Allbutt and Rolleston. 


Bedsores are not uncommon in protracted cases with 
great emaciation. (Witness said he would not call 
a oe occurring after nineteen days a protracted 
case. 

As a rule they result from pressure and are seen 
upon the sacrum, more rarely the ilium, the shoulders 
and the heels. Scrupvlous care and watchfulness do 

- much for their prevention—Sir William Osler: “The 
Principles and Practice of Medicine” (1912 edition). 


Mr. Boyce: Q.: Do you know Dr. Alexander Myles, M.D., 
Senior Lecturer on Clinical Surgery, University of Edin- 
— and surgeon, Royal Infirmary, Edinburgh? A.: 

es. 

Q.: “The acute bedsore. This form which is due to a 
lesion of the trophic nerves of the skin or vasomotor para- 
lysis, comes on very rapidly, sometimes in a few days, or 
even in a few hours, after severe injuries to the spinal cord 
or brain.” When there is an injury to the spinal cord or 


' brain, they come on more quickly? A.: In cases of injury 


to a nerve. 

Q.: You mean when there is paralysis? A.: Yes. 

Q.: In this matter you have heard the evidence that the 
bedsores were angry sores and you could see the bone the 
size of a saucer with bad flesh? A.: Yes. 

Q.: Is there in your opinion any connexion between the 
bedsore and the ankylosis of which you spoke, and if so, 
explain what it is? A.: Yes, it is quite possible that they 
are intimately connected. It is very hard after this lapse 
of time to speak with any authority on that. 

Q.: I want you to assume what I have told you. A.: 
It is possible that the joint lesion is an extension of the 
suppurative process around the bedsore. 

Q.: Is there any poison in the bedsore which may cause 
septicemia? A.: There are bacteria germs, infection is 
present. 

Q.: What is the effect of that, give us the medical con- 
nexion? A.: It lends to suppuration, sloughing and 
extensive destruction of tissue. ae 

-: Can you get a joint lesion from typhoid bacillus? 
A.: Yes, the general result of that is dislocation which is 
the exact opposite of ankylosis. 

Q.: Is it in your opinion the joint lesions which this 
man has, that is, the stiffened joints—may a result from 
the typhoid bacillus being provoked? A.: Y 

Q.: And provoked by the poison or the roma whatever 
you may call it in the bedsore? A.: Yes. 

Q.: “Bacteria diseases of joints: Unless it arises apart 
from wounds, the bacteria concerned are carried direct 
into the joint in the blood stream or they are lodged in 
the first instance in one of the structures adjacent to the 
joint. In the former, that is to say, the direct infections, 
the tendency is for all the structures of the joints to be 
involved, whereas in the indirect infections the disease 
is often localized to the area first affected ... and only 


becomes generalized at a later period. It goes without 
saying that a joint is frequently infected through a pene- 
trating wound.” That is the opinion of Professor 
Thompson, Professor of Surgery, University of Edinburgh, 
and surgeon of the Royal Infirmary, Edinburgh. Do you 
agree with that? A.: Yes. 

Q.: Ankylosis is a rare thing? A.: I have never heard of 
a case, and I have only found one instance of it in the 
authorities. 

Q.: What is the usual course of typhoid? <A.: It comes 
to its zenith, and then there is a decline. It comes up at 
a regular slope, remains at a certain level for a while 
and then comes down to normality. 

Q.: How long does a normal attack take? A.: Three to 
five weeks. I have heard that this man was on full diet 
for five weeks. 

Q.: Supposing he had not had these diseases, how long 
would he have had to remain in hospital in your opinion? 
A.: I cannot give an opinion on that until I get some 
clinical information. If he was on full diet for five weeks 
I would say he was a mild case. 

Q.: Is it any indication he did not lose his consciousness? 
A.: Typhoid manifests so many different forms. You can 
get a meningitic form in which muttering, delirium, loss 
of consciousness is very marked, and with other cases there 
is no great amount ‘of loss of memory. If he can remember 
distinctly everything, it is quite a mild case. 

His Honour: @Q.: If there was a bedsore of the kind we 
have heard described by witnesses over the hip joint, 
would that be sufficient to account for the ankylosis? A.: 
Yes. 

Ceci, AUBERT FINLEY, sworn, examined, deposed: 

To Mr. Lamb: I am a legally qualified medical prac- 
titioner, practising in Temora. I attended the plaintiff 
after I saw him on the 9th January, 1927. I had treated 
him some years previously for fibrosis of the muscles of 
the neck and muscles of the back, a chronic rheumatic 
infection. When I saw him on the 9th January he was 
suffering from acute rheumatic pains in his joints. He 
had a temperature of 102 and a furred tongue. He was 
also suffering from malaise and feeling rotten generally. 
At that time there was an epidemic of a very virulent type 
of typhoid in the district. I came to the conclusion that 
he was suffering from either acute rheumatism or else 
sickening for typhoid. I came to the conclusion next 
day that he was suffering from typhoid. His temperature 
on the second morning was 104. I saw him the next day, 
on the eleventh, and the first thing I noticed was that 
he was sweating very freely. That was after he got to the 
hospital. He rapidly became very ill. When he became 
very ill I noticed that there was involvement of his nerve 
centres. That was manifested by deliriurm and tremors. 
The delirium really existed more or less ever since he 
was admitted, with intervals. It is not true that for the 
whole time from the 10th January to the 29th January I 
never examined his back. Every morning I systematically 
examined his chest. I also examined his back. I examined 
his back because there was always a danger of bedsores 
in typhoid. I remember how his pyjama coat was put 
on, it was on back to front. That was for sponging the 
back and the front. He was sweating so profusely that 
he had a large gamgee pad at the back to mop up the 
sweat. He ran a very high temperature, swinging right 
up to 105. I was visiting him at least twice every day 
during the first three weeks. He was on an air cushion 
from the very day of admission. There is no doubt what- 
ever about that. Witness stated that Sister Bernard, who 
was attending the patient, did her work most competently. 
He would come upon her washing the back, rubbing it 
with methylated spirits and powdering it. The patient 
was always spotlessly clean and witness used to see him 
in different positions at different visits. 

To Mr. Lamb: There was a period when he was unable 
to control his motions and instead of using the bed pan 
we let him pass his motions in a draw-sheet. With regard 
to his urine, it was coming away involuntarily. Nurse 
Bernard went away for a holiday on the 21st January and 
Sister McGibbon took her place. Sister McGibbon is a 
very competent nurse. I asked her if she knew my 
routine typhoid treatment, and she said yes. She nar- 
rated the various details—sponge if over 102, enema every 
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‘second day, and backs fourth-hourly. I frequenily saw 
her doing her work. I used to still see him in different 
positions. He would be moved every four hours. On the 
19th January his heart sounds were a little bit irregular 
and he had a light edema in the lower part of both feet. 
It indicated to me that his heart was affected. On that 
day I ordered a heart stimulant. Passing into the third 
week, the man became most desperately ill, he had incon- 
tinence of urine and feces and he was complaining at 
times of a sinking feeling, and when he complained of 
this sinking feeling he developed a pallor of his face. 
This pallor indicated the possibility of a severe internal 
hemorrhage. He also had a congestion of the base of both 
lungs and he was threatened with a fatal heart failure. 
On the Saturday Sister McGibbon reported that the skin 
over the sacrum and the shoulders was reddening. I 
examined the back and told her to rub the reddened patches 
with boraseptic ointment. I also told her to change him 
every two hours. On the next day, the Sunday, the man 
was moribund and practically dying. I told them to be 
most careful about moving him, because the slightest 
movement would have caused a fatal heart failure. At 
that stage I was visiting him up to eight times a day. He 
was not moved that day, any movement would have killed 
him. He was only eased off the bed and his back rubbed 
with methylated spirits. His general condition started 
to improve in the next forty-eight hours. His pulse started 
to pick up and he made a slight improvement. As to the 
condition of his back then, the reddening was a little 
more pronounced over the sacrum, but the shoulders were 
improved. The next day the sacrum became a little redder 
and the trochanters started to redden. The bedsore formed 
on the 2nd February, that is the sacral bedsore. Coming 
to the stage when the bedsores broke, they developed very 
quickly from the time of the first reddening to the definite 
formation of the bedsore. The bedsores over the hip 
joint formed the day after the first sore appeared. Just 


‘before putting him on to the air bed on the 4th the 


nursing of him had become a very serious problem, he 
had the sore forming over his sacrum and the trochanters 
were reddening and the question arose, in what position 
to put the man, so at some risk to himself and his life 
we propped him half over on to his belly with pillows for 
a short time just to ease the pressure off his trochanter 
and sacrum. The bedsores themselves were dressed; they 
were washed with peroxide and after a day or two “Eusol” 
was substituted because they were smelling. The whole 
treatment that the bedsores had until the patient left the 
hospital on 8th March was that they were washed with 
peroxide or “Eusol,” dressed with boraseptic ointment and 
after about two or three weeks Murray’s bedsore ointment 
was used instead of the boraseptic ointment about the 
bedsore itself. The boraseptic ointment was spread round 
about it and I think a little red lotion was used once or 
twice before he went home. The bedsores were at their 
worst about a fortnight after he was home and then they 
attained an enormous size. You could not at any time 
see the bone anywhere either on the sacrum or the hip. 

Q.: You have heard it suggested that some of the poison 
may have gone from the sore into the joint, what do you 
say as to that? A.: I do not think that would be possible. 

Q.: Did you see any sign of that? A.: No. The other 
joint became affected about the 8th February. Eady com- 
plained of a very severe pain in both of his hip joints and 
pain over both sacro-iliac joints. I diagnosed it as being 
due to arthritis of the hip joints. 

Q.: Arthritis caused by what? A.: Typhoid arthritis. 

In August I had a conversation with Mr. Eady about 
going to Sydney. I told him that he ought to see a 
specialist for the ankylosis of his hip joint. The hip 
joint manifested a tendency towards ankylosis about the 
month of July. 

Q.: When did you first speak to him about bedsores at 
all? <A.: It would probably be about the sixth week. It 
was whilst he was at the hospital. I told him that he had 
the bedsores. 

Witness had no recollection of any such conversation as 
alleged by plaintiff and denied that he had ever used 
such expressions. 

The foot-drop came on about the middle of February, 
starting in the left leg first. Immediately I detected that 


he was getting ‘oot-drop I put him in a wire trough 
splint to prevent it. The splint was lined and padded 
with gamgee tissue and very, very lightly bandaged. A week 
later I had to do a similar thing to the right leg. It 
showed conclusively that he had peripheral neuritis, and 
the left one was seriously affected, because the neuritis 
lasted for months. A sore developed on one of the heels. It 
was not a sore really, it was a callosity. It was what Mr. 
Eady was talking about when he complained about the 
heel, but he misnamed it a bedsore. 

Q.: Was there anything to indicate the toxic condition 
he was in about the 14th April? A.: About then he 
developed what is known as pyelitis. It would be caused 
by the typhoid bacillus or the common colon bacillus. 


CHARLES BICKERTON BLACKBURN, sworn, examined, 
deposed: 


To Mr. Lamb: I am a legally qualified medical prac- 
titioner and have been practising in Sydney since 1898. 
I examined the plaintiff some time towards the end of 
last year, towards the end of October. I heard the evidence 
given by Dr. Finley. Assuming that the treatment was as 
he said it was and that the condition of the patient was 
as he said, it was my opinion with regard to the way in 
which the plaintiff was treated by the doctor first of all 
is that he was treated admirably. With regard to his direc- 
tions to the nurses and what he said of the nurses’ treat- 
ment, I think the instructions he gave were exactly the 
instructions he should have given, and as far as I could 
see they were properly carried out. I would put this case 
into the category of an exceptional case. Bedsores are not 
confined to cases of typhoid, you get bedsores in any bed- 
ridden case, but they are most likely to get them if they 
are nervous. Usually in nervous cases where the nervous 
system is upset. From what I have heard Dr. Finley say, 
there was very strong evidence of a nervous disorder in 
this particular case. The patient lost control of his system 
and was unable to control his urine and feces and that is 
obvious evidence that the nervous system is out of order 
and you could not get it without some nervous disturbance. 
Then he had later on a disturbance of the peripheral 
nerves. He had lost all sense in his left leg particularly 
and to a less extent in his right, that is evidence of 
nervous disturbance, as also the foot-drop. That would 
show quite clearly to me that there certainly was in this 
case involvement of the nervous centre. ‘With regard to 
lifting a patient with typhoid, and I have heard everybody 
admit that he was in such a serious condition that he was 
actually expected to die on the Sunday, and that there 
was a danger of hemorrhage, as to moving a patient in 


‘those circumstances to avoid bedsores, I would give instruc- 


tions myself in such a case to the nurses not to move him 
on any account and not to turn him about. I would take 
the risk of a bedsore at once without any hesitation. When 
I examined the plaintiff, Dr. Sheldon and Dr. Graham were 
present. At that interview he did not make any complaint 
against either the nurses or the doctor as to the way he 
had been treated, either in hospital or afterwards. At that 
time I had not seen any X ray. From what he told me and 
what I found on examination—I saw the scars of the bed- 
sores and at that time they were healed up—I came to the 
conclusion that he had been a very bad case of typhoid 
and had had bedsores and arthritis. As to the condition 
of his hips, he appeared to have a bony ankylosis and a 
limited rotary movement of his right leg; he had some 
spinal arthritis as well, but I could not be sure of that 
without the X ray. He had arthritis in both hips, and 
the arthritis in the left hip had resulted in ankylosis. At 
a later stage I saw an X ray which had been taken. I 
think the ankylosis was the result of the typhoid arthritis. 


Q.: It was suggested by Dr. Tarleton that the condition 
you saw may have been caused by direct contact from the 
bedsore, and in that case would there be a prurulent dis- 
charge from the joints? A.: Yes. If there is direct infec- 
tion from the sore there would undoubtedly be prurulent 
arthritis. It would lead to total disorganization of the 
joints. I did not-see any sign of that. 

Q.: Have you anything to say with regard to the com- 
plication if there is any evidence of a rheumatic tendency? 
A.: In certain types of enteric fever the rheumatic or 
arthritic manifestations are more common than in others, 
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particularly in one variety of enteric known as para- 
typhoid B. , 

Q.: In typhoid cases, quite apart from bedsores, you do 
find all sorts of complications in the joints? A.: Yes; 
you mean there are many kinds of arthritis. 


Denis GLISSAN, Sworn, examined, deposed: j 

To Mr. Lamb: I practise as an orthopedic surgeon in 
Macquarie Street. I saw the plaintiff on the 20th March, 
1928. I found that his left hip was very much deformed. 
His leg was held in that position (indicating to the Court). 
It was partly held by the muscles as a result of changes 
in the muscles and as a result of certain changes in the 
joint itself. I should say he had about 70 degrees of 
flexion. It was also in a position known as adduction, that 
is, drawn over to the middle line of the body to the full 
extent possible. It was turned in and bent up. I came to 
the conclusion that he was suffering from the after-effects 
of acute arthritis which had complicated his typhoid fever, 
that the process in his joint had been very acute and 
had caused these changes, which I observed, and since his 
chief trouble was he could not walk, my function was to 
try and make him walk. 

Q.: Was there ankylosis present? A.: I would like to 
explain what I mean before I answer that question. To 
my mind it means the fusing of the component bones of a 
joint, either by bone itself or by what we know as fibrous 
tissue. It means the destruction of the joint as a function- 
ing, movable members of the body. At the time I saw this 
man I could not be sure what the state of affairs was in 
his hip joint. I could not tell without an X ray. When 
I saw the X ray I could see no ankylosis present and there 
was no dislocation, and particularly since under the anes- 
thetic I was able to move his hip. I had him given an 
anesthetic and then I proceeded to manipulate his hip. 
(X ray taken 19th November, 1930, shown to witness.) 

Q.: Does the condition of the joint show true ankylosis? 
A.: It is very, very difficult to say. Radiographically it 
shows true bony ankylosis, but I have seen many mistakes 
occur in radiographic findings of this sort and I am not 
prepared to say in Eady’s case that true bony ankylosis 
does exist. 

FAREHAM Ports, sworn, examined, deposed: 

To Mr. Lamb: I am a legally qualified medical prac- 
titioner. Mr. Eady consulted me on Sunday, the 11th 
September, 1927. I was asked by Dr. Ritchie to see a 
patient for him named Eady at his address in Marrickville. 
I went out and saw Eady. He told me he had then been 
sick for eight months, he had had typhoid fever, that fever 
persisting for four or five weeks. Bedsores commenced 
about the third week. Neuritis commenced after six weeks, 
that is, about three weeks after the bedsores commenced. 
He also told me he had suffered from rheumatism for 
twenty years and continuously since, particularly in his 
left hip and the calf of the left leg. This, though bad at 
times did not prevent him from working. Bedsores were 
present, although healed, the scars remaining from bed- 
sores over the sacrum and both greater trochanters. The 
left hip was almost ankylosed at that time; and he was 
able to get about on crutches. I saw him with Dr. Ritchie 
on the following day. We were not able to come to a 
definite conclusion as to what the arthritis was due to on 
so short acquaintance of the patient. 

Joun RItTcHIE, sworn, examined, deposed: 

To Mr. Lamb: I am a legally qualified medical 
practitioner. 

His Honour: Q.: Would the fact of incontinence of urine 
and feces give any significance in connexion with the 
development of bedsores? A.: Yes, it would have a dual 
significance for this particular reason, first of all, incon- 
tinence of urine and feces indicates a very profound degree 
of toxemia and involvement of the nerve centres. One 
of the factors in the production of bedsores is debilitation 
of the nervous mechanism, and then if you have a debili- 
tated nervous mechanism it is affecting the nutrition of the 
skin and then in addition to that you have the possibility 
of an infection from the motion. In this way there is a 


dual causation. 
Witness declared that the treatment of the plaintiff as 


described in the defendant’s evidence was the proper 


treatment under those conditions. 


To Mr. Lamb: I saw the plaintiff in consultation with 
Dr. Potts. 

Q.: When you saw him, what condition was he in? A.: 
He had obviously been very, very ill.. He was still very 
debilitated and wasted. He showed evidence of neuritis 
in both legs and he had a healed bedsore on each hip bone, 
on the great trochanter, and another in the lower part 
of the back. The muscles of both legs were wasted, more 
particularly the left leg, and he had stiffness of his left 
hip joint. He had had foot-drop, that is one of the signs 
of neuritis. 

Q.: Would that indicate anything to you with regard 
to the condition of his nervous system? A.: It suggested 
a very profound poisoning of the nervous system. 

Q.: Did you form any opinion at that time as to what 
the cause of the arthritis was? A.: I believed it to be 
sequential to typhoid fever. 

: Was there any indication whatever that the arthritis 
was caused by bedsores? A.: No. 

Q.: Was there any indication that he had suffered from 
what is called prurulent arthritis? A.: None. 

Q.: What was the general condition of his nervous 
system? A.: He was in an extremely nervous state. 

.: What experience have you had with regard to 
arthritis being one of the sequele of typhoid? A.: Arthritis 
is one of the best recognized sequele of typhoid fever. 
It attacks the spine and very commonly involves the 
nerves, as they issue out of the spine and not infrequently 
you get a combination of spinal arthritis and neuritis as 
well. As far as the other joints are concerned, it most 
commonly affects the large joints, more particularly the 
hip or the knee joints. It is brought about by an invasion 
of the joint cavity by the typhoid bacillus, and that affects 
the joint itself. It affects the capsule of the joint, it 
causes an exudation increasing the amount of fluid in the 
joint and in some cases it affects the cartilage of the joint. 


STRATFORD SHELDON, sworn, examined, deposed: 

To Mr. Lamb: I am a legally qualified medical prac- 
titioner. I examined the plaintiff on the 13th October, 
1930, in the presence of Dr. Graham and Dr. Blackburn. 
He said he had great loss of sensation in the left leg and 
foot before he got the sore on his heel and he had the 
foot-drop and loss of sensation. The recovery of the foot- 
drop was slow, but was now quite recovered. He was a big, 
healthy looking man and said he felt quite well apart 
from his hip and back. He walks with a stiff right hip 
and a somewhat stiff back. 

Q.: Was he then walking on crutches? A.: I could not 
say that. He was not walking on crutches in my rooms. 
I saw the bedsores—they were quite healed at the time. 

Q.: What conclusion did you come to was his condition 
then? A.: That he had apparently arthrised ankylosis 
of the left hip in a partially flexed position. His back 
appeared stiff above the sacrum, the right hip was free. 
I came to the conclusion that the rapid appearance of the 
bedsores, the loss of sensation 4nd also the foot-drop all 
point to serious involvement of his nervous system. 

Q.: What would be the cause of it? A.: Typhoid poison- 
ing, I presume, in the absence of any other. 

Q.: Did you come to any conclusion about whether there 
is any indication that these conditions that you have 
spoken of were the result of bedsores? A.: No, the only 
resultant of the bedsores were the indented scars. 

Q.: Was that in any way the cause in your opinion of 
either the arthritis or the ankylosis? A.: No. 

Q.: Did you see any direct sign of anything from what 
he told you that there had been a severe involvement of 
the nerves? A.: Yes. What he told me about the terrific 
pain down his leg, that would be due to the involvement 
of the nerves going down his leg. The foot-drop shows 
that he had paresis or paralysis of the extensor muscles 
of his foot. 

_@Q.: Supposing you had been told that when he was in 
the hospital he had had incontinence of urine and feces, 
what would that indicate? A.: That his nerves were so 
involved that he was flat out, he had no response. 

His Honour: Q.: What are the conditions that are likely 
to help bedsores? A.: The conditions which are likely to 
help bedsores are well set out (refers to a paper). 
“Debilitated conditions, weak heart, poorly circulating 


com 


I 
q 

| 

of 
sig! 
as 
tur 
and 
we 
ove! 
and 


e 
1 


May 9, 1931. 


THE MEDICAL JOURNAL OF AUSTRALIA. 581 


blood, poor quality of the blood and, most important, when 
there is an involvement of the trophic nerves to the part.” 
“They are liable to occur in people lying down, over the 
sacrum, over the back of the shoulder blades, over both 
trochanters, and over the heels. They are specially liable 
to occur when there is the slightest abrasion of these 
debilitated tissues which become easily infected, particu- 
larly when people are passing their excreta under them.” 

. That applies absolutely generally. That appears in a 
passage in an address on pathology by Professor Adame, 
the second edition, 1911. 

Witness stated that under the conditions as described 
in the defendant’s evidence the defendant’s treatment of the 
plaintiff was the proper treatment. 

Q.: Would you say under those conditions they were 
predisposing to bedsores? A.: You said within twenty- 
four hours after he developed a bedsore on each trochanter. 
It was perfectly evident from that that his tissue was in 
such a condition it could not stand any pressure. It did 
not matter where, if he had pressure anywhere he would 
have developed a bedsore then, that is, his tissues died 
practically within twenty-four hours. 


WInIFRED Mary Kiton, sworn, examined, deposed: 


To Mr. Owen: I am a duly qualified medical nurse. I 
know Eady, the plaintiff. He came into the hospital on 
the 10th January, 1927. He was very ill and very weak. 
I used to see him every day. I went around with the 
doctor and I would go round at other times. The doctor 
would come at least twice a day in the first week. I saw 
the doctor examining Eady. First of all he examined his 
chart and then he examined the patient’s chest and his 
back. He was turned over to examine his chest at the 
back, and he had a full view of the patient’s back. His 
pyjamas were on back to front. The doctor personally 
gave me instruction as to the treatment that was to be 
given to Eady. He was to be treated as a typhoid patient, 
charted four-hourly, temperature taken four-hourly, 
sponged four-hourly, a reducing sponge, and all pressure 
parts attended to. His back was attended to four-hourly 
with spirits. It was washed with warm water and soap. 
The doctor told us his position was to.be changed fre- 
quently. I saw Sister Bernard and Sister McGibbon carry- 
ing out the treatment. The plaintiff got gradually worse. 
About the end of the third week he was at his worst. I 
saw him the day before that. I was with the doctor. 
The doctor examined the patient and he examined his back 
especially. His back was beginning to redden, and his 
shoulders. The doctor gave me instructions that his back 
was to be done two-hourly. I saw him that night. His 
condition then was much worse. 

Q.: Did you form any opinion as to the state he was in? 
A.: Yes, he was very critical, he thought he might be 
dying. On the Sunday his condition was very critical. 
I saw him with the doctor. His heart was failing and 
he was complaining of a very weak feeling, a sinking 
feeling, and was very pallid; I thought he might be 
hemorrhaging. The doctor gave me instructions to watch 
for hemorrhage and be very careful with the patient, not 
to turn him, to lift him up and do his back. Two nurses, 
one on each side, would lift the patient while the third 
did his back. They just lifted him off the bed and the 
third nurse just washed his back in the usual way and 
methylated it and powdered it and put fresh linen under 
him. Before the day on which he was so bad he had 
incontinence of the urine and feces. When he was in that 
condition I was not able to use the bed pan. We had to 
use cotton wool. There was a pad of gamgee tissue put 
underneath him, and that was removed when necessary 
and a fresh piece put under. He was packed with cotton 
wool and a napkin put round him, just to keep things in 
place. I saw him again on the Monday, and the doctor. 
was there then. We examined his back and it was redder. 


I did not see that the bedsore had broken out until a couple | 


of days after he was very ill, then they began to show 
signs of breaking. We had to ease the patient as much 
as possible off his back, and on the following day we 
turned him slightly. We turned him from side to side 
and propped him up with pillows. A couple of days after 
we were able to turn the patient more. We turned him 
over and examined his back well a couple of days after 
and there was a marked patch on his back which it was 


quite evident was going to break down—a bruised patch. 
The hips began to redden when we turned him on to his 
hips. The doctor gave me instructions as to treating the 
bedsores when they had broken out. He gave them to me 
the first time we were there together when we examined 
the back. He said they had to be washed with warm 
water and soap and boraseptic ointment rubbed into the 
patch, all the red area. I saw the treatment carried out, 
and sometimes I would assist. I remember the day the 
plaintiff left the hospital. I helped Sister Bernard that 
day before he went away to do the dressings and fix him up. 
He was quite clean—absolutely. It is not true that for 
the first nineteen days he was in the hospital he was 
never washed. I saw him being washed and I helped to 
wash him. This reducing sponging that I spoke of, I 
have seen that done, and that was sponging all over from 
top to toe. When the plaintiff went away he said good-bye 
to me. He thanked us for all we had done, he seemed 
very pleased. Sometimes he was delirious and wandering, 
when his temperature was very high. 


JAMES GEORGE Epwarps, sworn, examined, deposed: 


To Mr. Lamb: I am a legally qualified medical prac- 
titioner and specialize in radiography. I have had an 
opportunity of looking at this X ray (looking at No. 5, 
left hip, Ex. 2). That does not show the extension of a 
septic process into the joint cavity from the neighbouring 
area of infection. There is no evidence of any lesion 
except right in the joint itself, all bones otherwise are 
normal. It does not show in any way an infection of the 


- joint from the bedsore. The ankylosis is the result of an 


ordinary infected arthritis of the joint. The arthritis 
would be caused by organisms carried by the blood stream 
to the joint. There is no affection of the bone at all 
until you come right. up to the ball part of the bone that 
fits into the socket of the hip joint. I do not see any sign 
of periostitis there. I do not see any sign of osteomyelitis. 
If there had been an arthritis that had come from the 
bedsore, that arthritis travelling from the bedsore would 
have to cause an osteomyelitis at the upper end of his 
femur first before it could travel into the joint. There is 
no sign of that at all. There would be a sign of that if 
it had happened. There is no sign of any prurulent 
arthritis in that X ray. If there had been prurulent 
arthritis you would have seen in the X ray extensive 
destruction of all the bones about the hip joint, and there 
is no sign of that at all. 

EmILy MAUDE GILBERT, sworn, examined, deposed: 

To Mr. Owen: I am now the wife of the Reverend Mr. 
Gilbert, of Ariah Park. My maiden name was Hindes. I 
remember being called in to Temora to nurse Eady about 
the 29th March, 1927. That was at his home. It is not 


correct that Eady was covered in dry caked excreta round 
his front and back and sides. 


STELLA May BucKMASTER, sworn, examined, deposed: 

To Mr. Owen: I am a trained nurse. I remember nursing 
the plaintiff. It was about the 22nd August, 1927. I 
took Sister Hindes’s place. At that stage the bedsores 
were almost healed. There was just one patch about the 
size of a shilling, but the others were healed. 


EVELYN BERNARD, Sworn, examined, deposed: 


To Mr. Owen: I am a member of the A.T.N.A. I admitted 
Eady to the hospital. I was senior sister. I took his 
temperature when he came in. It was over 104. I put him 
to bed. I noticed he was wearing woollen clothing and I 
said it was a very hot day to be wearing such a lot of 
warm clothing, and he said he had suffered from rheuma- 
tism for years. It was a very hot day. 


Q.: Between the date that the plaintiff went into the 
hospital and 21st January (when witness went away on 
holidays) did you have anything to do with him? A.: 
Yes, I had most to do with him during the day time. 

Q.: When he was admitted did you receive any instruc- 
tions? A.: Yes, the doctor told me to treat him as an 
enteric. 

Q.: What is the treatment that you have learned for 
enteric? A.: Temperature fourth-hourly, whenever over 


102 to be sponged to help reduce the temperature, wash 


him and attend to his back fourth-hourly. 
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Q.: What do you mean by attending to his back? A.: It 
is washed with soap and water, thoroughly dried, rubbed 
with methylated spirits, and dried with dusting powder. 

Q.: During the time you had charge or control of the 
patient in the hospital did you apply that treatment to 
him? A.: Yes. 

Q.: What about moving the patient during the time you 
were there? A.: When he was turned on his side I always 
had help. When his back was being done I would have 
to have the help of someone when he was turned over. 

Q.: During that period did Eady ever say anything to 
you about his condition or about himself? A.: He com- 
plained of slight pains in his joints. 

Q.: Did you notice anything in particular, was he hot 
or sweating? A.: Yes, he had a high temperature and 
profuse sweating all the time. 

Q.: The plaintiff says for the first nineteen days he was 
in hospital, except for his face and hands and chest he 
was not washed in any way? A.: That is not true. 

Q.: He said you have never sponged him for the purpose 
of reducing the fever? A.: That is not true, I did. 

Q.: When you sponge a man for the purpose of reducing 
the fever, how do you do it, just a portion of him or all 
over or what? A.: A portion at a time, we do them all 
over. 

Q.: How often did you do that while he was running a 
temperature? A.: It was done fourth-hourly. 

Q.: Did you see Eady the day he left the Tnospital? mt 
Yes, I did him that morning. 

Q.: It has been said that when he left the hospital he 
was in a filthy condition and caked with excreta round 
his front and hips and back? A.: No one can say that, 
it is not true. 

Q.: Did you say good-bye to.him? A.: He shook hands 
and said good-bye and thanked us for our kindness to him. 

Q.: After the bedsores had broken out, could you see 
the hip joints. A.: No. 

Q.: Or the bone? A.: No. 
StewakT ARTHUR SMITH, sworn, examined, deposed: 


To Mr. Lamb: I am a legally qualified medical prac- 


titioner. Witness stated that under the conditions 
described in the defendant’s evidence the defendant’s treat- 
ment of the plaintiff was the correct treatment and that 
arthritis supervening on typhoid was a well recognized 
though not common complication. You would get an 
ankylosis following an arthritis under conditions where 
plaintiff had got typhoid arthritis. 

Q.: Would you agree with this statement in Osler: “The 
condition of the memory is interesting. Early in the 
attack the patient may have almost entire loss of memory; 
during the height of the fever there may be almost com- 
plete loss of memory, even when the patients are appar- 
ently not delirious. When convalescence begins, the 
majority of the patients find the memory is much impaired. 
This may be for names, dates and previous occurrences 
as well as for events during the illness. It is frequently 
a great worry to patients, but as a rule the restoration 
is complete, although slow”? A.: Yes, absolutely. It is 
almost a common phrase of medicine that. 

Rospert Scot SKIRVING, sworn, examined, deposed: 

To Mr. Lamb: I am a iegally qualified medical prac- 
titioner. Witness stated that under the conditions as 
described in defendant’s evidence the defendant’s treat- 
ment of the plaintiff was the correct treatment. Arthritis 
supervening on typhoid was a recognized and rare 
complication. 

Q.: Supposing.a man had told a doctor that he had had 
rheumatism for some twenty years, how would that affect 
the question of his predisposition to arthritis? A.: Well, 
it is a little difficult to answer that, but it is a common- 
sense view, and it is usually a correct one in medicine, 
that if there is an inherent vulnerability in a part, that 
any extra thing would be more likely to attack that 
vulnerable part than it would a part that is perfectly 
sound. 

Q.: What would you say with regard to a man’s memory 
being clear as to what had taken place during the course 
of the fever? A.: I think that if anybody was as ill as 
you describe this poor fellow to have been, I think that 
his memory was probably at fault. 


Lyp1a sworn, examined, deposed: 
To Mr. Lamb: I ‘am a registered nurse. Before I 
attended to Mr. Eady I got some instructions from Sister 


‘Bernard. She told me Dr. Finley’s treatment for typhoid 


patients, four-hourly sponge, four-hourly back, four-hourly 
chart, enema twice per day, to move the patient in dif- 
ferent positions, from back to hip and from hip to back. 
For the prevention of bedsores I would wash the back 
thoroughly with soap and water, dry it, rub the back with - 
methylated spirits. to harden the skin, and dust it with 
powder. I only gave him about one or two enemas, but 
after that he had incontinence of feces and urine. It is 
not true that I never washed more than his face and 
hands and chest. I did do something for reducing his 
fever. I had to sponge him if his temperature was over 
102, which was very often. On the Saturday I saw red 
marks on the shoulders and over the sacrum. I thought 
bedsores were coming. Then the doctor examined this 
redness. The doctor ordered the back to be done two- 
hourly. It was to be washed thoroughly and dried and 
boraseptic ointment to be rubbed well into it. I carried 
those instructions out. On the Sunday the patient was 
gravely ill. I took his pulse. His pulse was very, very 
weak. He had a fever temperature. I got instructions 
specially that day from the doctor. He told me I must not 
turn him. At that time I noticed his face, it was very 
pinched and drawn and a grey colour. Then I got direc- 
tions from the doctor to lift him very gently from the 
bed, to ease him enough just to get my hand in to rub 
his back. We did not move him from side to side. The 
only thing we did was to raise him slightly and to treat 
the back. We did not turn him on the Monday, he was 
eased again. On the Tuesday his condition was getting 
better. We turned him and the back was more red. It 
was on the 2nd February that the bedsore broke. Then I 
noticed the conditions of the trochanters, they were redden- 
ing. I treated them as I had done the bedsores on the 
back when they started to redden. After the bedsores 
broke they were washed with peroxide and treated. with 
boraseptic. ointment. 

Witness went to Sydney on 7th February, received a 
telegram from Mrs. Eady and returned to Temora. 

I was in the house when Eady was brought from the 
hospital. I found him in a perfectly clean condition. It 
is not true that he was covered with filth and that he 
remained covered with filth. I sponged him every morning 
and did his back. The same happened again the afternon. 
I saw those wounds both in the hospital and after he 
came home. I was not able to see any bones or any 
joints, none at all. 

Doris ELLEN sworn, examined, deposed: 

To Mr. Owen: I am a trained nurse with A.T.N.A. train- 
ing. I remember when Eady was a patient at the hospital. 
I held the position of night sister. 

Q.: Did you receive any instructions in connexion with 
Eady? A.: Yes, Dr. Finley and the Matron gave me those 
instructions. The Matron would report to me as to Mr. 
Eady’s condition and what treatment was to be given to 
him. She told me to record his chart and pulse and to 
sponge according to his temperature. When he was over 
102 he was to be sponged. 

Q.: While you had charge of Eady during the nights 
were you there when his temperature was over 102? A.: 
Yes, I sponged him with the assistance of another nurse, 
either Sister McGibbon or Sister Bernard. 

Q.: Do you remember an occasion when Eady was 
critically ill? A.: Yes. 

Q.: Did you receive any instructions from anyone about 
him at that time? A.: Yes, I got those instructions from 
the Matron and Dr. Finley. The Matron told me he was 
a very sick man and Dr. Finley was much afraid of him 
yr he was to be moved as little as possible during that 

e. 

Q.: Did you move him in any way? A.: Only to lift him 
up to support his back. 

Q.: Could you tell us whether or not in the sores you 
could see the bone? A.: No, I could not see the bone. 

After a retirement of fifty-five minutes the. jury brought 
in a verdict for the defendant. 
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‘Bevical Societies. 


MELBOURNE PZEDIATRIC SOCIETY. 


THE ANNUAL MEETING OF THE MELBOURNE P2DIATRIC 
Society was held at the Children’s Hospital, Melbourne, on 
November 19, 1930. The meeting took the form of a series 
of clinical demonstrations. 


Congenital Dislocation of the Hip. 


Dr. H. Douctas STEPHENS showed a girl, aged nine years, 
who had been subjected to open operation for congenital 
dislocation of the hip. At two years of age this child was 
brought to hospital for reduction of the dislocation by the 
closed method. After repeated attempts it was found that 
there was no possibility of the head being retained in the 
acetabulum. At that time the shortening was 18 milli- 
metres (three-quarters of an inch). The patient was not 
seen again until August, 1930, when X ray examination 
revealed extreme dislocation of the head of the femur 
upwards and backwards on the ilium; there was no 
acetabulum and the head of the femur was of a moderate 
size; there were 6-8 centimetres (two and three-quarter 
inches) of shortening. Dr. Stephens divided the adductor 
muscles and applied extension on an abduction apparatus 
of the Churchill type for a fortnight. On August 21, 1930, 
open operation was performed. Through a Smith-Peterson 
incision the capsule was opened on the anterior and cranial 
aspect, and the acetabulum was explored. This was found 
to be obliterated by fibrous tissue and cartilage. A new 
acetabulum was formed and in this the head of the bone 
was placed. A fresh incision above this was made in the 
bone which was prized in the caudal direction, and the 
gap so produced was tightly wedged with pieces of cartilage 
and bone obtained from the acetabulum. In this way a 
good lip was made to the cavity in. which the head of the 
bone rested securely. The capsule was sutured and the 
wound closed. At the time of demonstration the patient 
was walking on a ring knee splint with a patten for the 
normal leg and crutches. The affected side swung freely 
and showed excellent movement, but so far weight-bearing 
had been permitted for short periods only. 

Dr. Stephens pointed out that this patient should be 
compared with the second one shown by him, whose dis- 
location was due to osteomyelitis and destruction of the 
upper border of the acetabulum. 


Dr. Stephens’s second patient was a girl, aged eight 
years. At the age of five months this child had suffered 
from a discharging ear, with pain, fever and so-called 
paralysis of the right lower limb, rigidity and pain of the 
right hip and swelling. At operation Dr. Stephens removed 
eight cubic centimetres (two fluid drachms) of pus from 
the hip joint. The wound discharged for two weeks 
and then healed. The patient was not seen again for 
seven years, when examination revealed a deficiency in the 
upper part of the acetabulum with destruction of the lip 
and dislocation of a normal sized femoral head on to the 
dorsum ilii. In this situation it had formed an artificial 
joint and was wandering up towards the crest of the ilium. 
Dr. Stephens said that he hoped to perform an open opera- 
tion to throw down a shelf of bone from the ilium over 
the acetabulum and to buttress it with bone from the 
iliac crest. 


Extroversion of the Bladder. 


Dr. Stephens also showed a male child, aged eleven 
months, who was suffering from extroversion of the 
bladder. Both testicles were present in the scrotum, but 
were highly placed. Double inguinal hernia was present, 
but the right hernia became irreducible when the child 
was five months old, and blood was passed per anum. Dr. 
Stephens performed a radical cure of the hernia on both 
sides and recovery was uneventful. When the child was 
eight months old, he suffered from acute inflammation of 
the bladder mucosa, and recovered from this without per- 
manent pyelitis. Dr. Stephens pointed out that there 
had been difficulty with the child’s food, but: that he had 
thriven, and at the age of ten months weighed 8-3 kilo- 


grams (eighteen and a half pounds). 
tendency to. patulous anus with prolapse of the rectum. 
The treatment contemplated was cystectomy with bilateral 


There was a 


implantation of the ureters into the bowel. Dr. Stephens 
said that this deformity occurs once in about 40,000 births. 


Multiple Congenital Deformities. 


Dr. Stephens’s next patient was a boy, aged five and 
a half months, who suffered from multiple congenital 
deformities. The child, born at full time, had been de- 
livered normally. There were two other children who 
were not deformed. This baby had the following de- 
formities: occlusion of the palpebral fissures (afterwards 
separated), double harelip and cleft palate, some union of 
maxille2 and mandible, Bland-Sutton tubercles of the lower 
lip, partial bony cleft of the Jower jaw, microglossia, acces- 
sory nipples, rudimentary scrotum, the right testicle in the 
inguinal canal, complete syndactylism of both upper limbs, 
webbing of both legs and thighs, syndactylism of both feet, 
talipes. The union of the whole of the calf and back 
of the thigh on each side was by a fold of skin containing 
muscles, and this kept the legs constantly flexed at the 
knees. The child showed no evidence of any visceral 
lesion, and was developing well mentally and physically 
in spite of an attack of nasal diphtheria lasting nearly 
two months. Dr. Stephens said that the peculiar union 
of the maxille and mandible on each side, leaving a very 
nerrow entry into the mouth proper, was unique in his 
experience of deformities. 


Sarcoma of the Kidney. 


Dr. Stephens also showed a child, aged fourteen months, 
suffering from sarcoma of the kidney. At the age of five 
weeks the child was operated on for pyloric stenosis. The 
abdomen remained swollen since the operation on the 
pylorus, and the swelling became more pronounced two 
weeks prior to the meeting. Dr. Stephens said that the 
child had been losing weight for two months. There was 
no hematuria. The temperature was normal. Examina- 
tion revealed a large tumour filling the loin and extend- 
ing across nearly to the mid-line. The urine contained 
red blood corpuscles, pus, bacilli and casts. A large renal 
tumour weighing approximately 283 grammes (ten ounces) 
was removed at operation. The baby weighed 7:7 kilo- 
grams (seventeen pounds two ounces). The tumour, on 
pathological examination, proved to be a typical Wilm’s 
tumour, the epithelial lined tubules were set in sarcoma- 
tous stroma. The tumour was highly malignant. .Subse- 
quently the wound broke down and bronchitis developed. 
The wound was sufficiently healed for the child to leave 
the hospital one month after the operation, and to attend 
the Melbourne Hospital for deep X ray therapy. Signs of 
secondary growth had already appeared in the retroperi- 
toneal glands. Dr. Stephens said that occasionally a child 
with a sarcoma of the kidney recovered after the opera- 
tion, but the majority operated by him had died within 
one year of secondary growth. ; 


Horseshoe Kidney and Recto-Vaginal Fistula. 


Dr. Stephens also showed a girl, aged five years. When 
he first saw the child he found that her rectum opened 
into the vagina and that she had an imperforate anus. 
He dilated the opening and deferred operation. Four years 
before the meeting, Dr. Stephens saw the child on account 
of repeated attacks of pyelitis. He catheterized the right 
ureter, and obtained a pyelogram which revealed an extra: 
ordinary appearance of the pelvis and the kidney. The 
catheter could not be inserted into the left ureter on 
account of a stricture in its lower part. On October 25, 
1926, Dr. Stephens performed an exploratory operation on 
the left kidney. He found the left ureter dilated on account 
of a stricture in its lower part. He opened the ureter and 
dilated the stricture. A horseshoe type of kidney was 


found. This operation made no difference to the attacks 
of renal infection from which the child suffered. At the 
time of demonstration it was seen that the rectum opened 
into the lower part of the vagina, and that there was no 
The child had incontinence of: urine. 


sphincterie action. 


— —- — 
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About the level of the umbilicus, a horseshoe kidney could 
be felt across the middle line. The left kidney could be 
definitely palpated at one extremity, but the right kidney 
- could not be palpated with certainty. The urine was clear, 
and contained no cells. The result of the urea concen- 
tration test was within normal limits. “Uroselectan” had 
been injected intravenously, and the right kidney, pelvis 
and ureter were well outlined though somewhat enlarged. 
The shadow cast by the left kidney was indefinite, as 
was also that of the left ureter, indicating a lowered 
efficiency on the left side. Dr. Stephens said that owing to 
the continuous infection of the urethral orifice by feces, he 
intended to open the rectal cul-de-sac through the perineum 
and close the fistula. 


Hirschsprung’s Disease. 


Dr. Stephens’s next patient was a boy, aged three and 
a half years, an only child. The parents, who were second 
cousins, were healthy. The child had suffered from pro- 
nounced constipation since birth, and all his life had been 
taking “Nujol” and cascara; in addition, he usually re- 
-quired an enema. According to the parents, the only 
natural bowel actions occurred for a few days when the 
child was teething at the age of seventeen months. The 
parents. said that lately the constipation had been more 
pronounced, and that at times during the past six months 
some solid feces had been escaping, so that he was always 
soiled. The father’s sister suffered from severe constipa- 
tion. The child had a very protuberant and soft abdomen. 
A barium enema revealed enormous dilatation of the 
sigmoid colon. There was a suggestion of a constriction 
at the pelvi-rectal junction, and the rectum also appeared 
dilated in the skiagram. Barium meal films taken thirty- 
three and fifty-one hours after two ounces of barium 
sulphate had been given by mouth, showed only a later 
stage of the meal. These films showed that the sigmoid 
colon was dilated. Sigmoidoscopic examination carried out 
under general anesthesia revealed no suggestion of a stric- 
ture in the lower portion of the large bowel. On November 
10, 1930, Dr. Stephens performed Royle’s operation on the 
left lumbar sympathetic nerves. Since the operation, nine 
days before the meeting, there had not been any natural 
evacuation, but Dr. Stephens said that it was too early to 
expect results. 

Dr. CHARLES OsBorN showed a child who suffered from 
Hirschsprung’s disease. The characteristic symptoms of 
this complaint were present from birth, and the patient 
would’ pass a small constipated stool once every three 
or four weeks. It was necessary to wash the bowel out 
every day. In May, 1930, Dr. Osborn performed sympathetic 
ramisection. He divided the white rami from the first 
and second lumbar nerves and the visceral branches of the 
lumbar chain. He also divided the cord below the fourth 
ganglion. Dr. Osborn said that the patient was passing 
two or three large stools per week. He passed flatus in 
the normal way, and his general condition had much 
improved. It was still necessary to wash the bowel out 


occasionally. 


Complete Lesion of Left Brachial Plexus. 


Dr. H. Doveras StepHENS showed a boy, aged thirteen 
years and four months, who was admitted to hospital 
with a complete lesion of the left brachial plexus. Two 
and a half months previously a limb of a tree fell on the 
boy’s left shoulder, causing a local abrasion and complete 
paralysis of the left arm. Dr. Stephens pointed out that 
there was flaccid paralysis with wasting of the muscles 
below the shoulder. The supraspinatus and infraspinatus 
muscles were involved, but the rhomboids and the serratus 
anterior appeared intact. The diaphragm moved well. 
There was loss of epicritic sensation below a line running 
over the shoulder and down the inner side of the arm 
(the intercosto-brachial nerve). Deep sensation was lost 
below the elbow. The deltoid, triceps and biceps muscles 
gave a weak contraction to the strongest possible faradic 
current. The biceps gave the strongest contraction to 
galvanism. The cathodal closing contraction was greater 
than the anodal closing contraction. The extensors and 


flexors of the wrist and the small muscles of the hand 
gave no electrical response. The rhomboids responded to a 
weak faradic current and the cathodal closing contraction 
was greater than the anodal closing contraction. The 
left pupil and the left palpebral fissure appeared a little 
smaller than the right, but the left pupil dilated well 
when it was shaded. No abnormality was discovered on 
X ray examination of the left cervical vertebre and the 
shoulder region. Dr. Stephens said that he proposed to 
explore the brachial plexus with a view to suturing the torn 
nerves. 
Exophthalmic Goitre and Chorea. 


Dr. J. W. GriEvE showed a girl, aged thirteen years, who 
was suffering from exophthalmic goitre associated with 
chorea. The child was admitted to the Children’s Hospital 
on September 11, 1930, with a history of having suffered 
from chorea in January, February and March, 1929. At 
that time no cardiac involvement occurred, and her serum 
did not react to the Wassermann test. Slight choreiform 
movement persisted until October, 1929. In January, 1930, 
she suffered from follicular tonsillitis, and three months 
before admission to hospital, six months before the meet- 
ing, the mother noticed some swelling of the thyreoid 


gland and prominence of the eyes. Choreiform movements . 


were also present to a slight extent. The patient was 
treated at the out-patients’ department for five months 
with Lugol’s solution in doses of one mil (fifteen 
minims), and thyreoid extract in doses of 0:06 gramme 
(one grain) every day. During that period the child’s 
pulse rate varied from 94 to 120 in the minute, and a 
slight tremor was also observed. 

Examination on admission to hospital revealed 
exophthalmos with Stellwag’s and von Graefe’s sign. The 
thyreoid was enlarged, especially the isthmus and the right 
lobe, and it was rather hard and slightly irregular. Tachy- 
cardia was present, the pulse rate varying from 100 to 120 
in the minute. At the time of the meeting the rate was 
84. The heart was enlarged, the apex beat was situated 
just outside the nipple line, and the impulse was diffuse. 
Slight cardiac dulness was present on the right side. 
The sounds varied. At the time of the meeting, the first 
sound was somewhat blurred and the second sound was 
clear; systolic and diastolic murmurs had been present. 
The electrocardiagram revealed a long P-R interval. The 
tremor was very slight, but at times there were definite 
choreiform movements. The patient’s articulation was 
choreiform in type. Her musculature was extremely wasted, 
especially the thenar eminences. At the time of admission 
the patient’s weight was 34-65 kilograms (five stone seven 
pounds); since then she had lost 9-45 kilograms (twenty- 
one pounds). Her systolic blood pressure was 125 and 
her diastolic pressure 100 millimetres of mercury. Her 
basal metabolic rate was estimated three times during the 
month. The first time it was -5%, the second time it was 
-15%, and the third time -12%. 

Dr. Grieve said that the association of chorea and rheu- 
matism with exophthalmic goitre in children had been 
observed by some writers. Others had noticed choreiform 
movements with exophthalmic goitre syndromes. The prog- 
nosis in children was stated to be better than in adults, 
and surgical intervention was seldom necessary. 

In the discussion, Dr. H. Turnbull, Dr. J. F. Chambers 
and Dr. F. K. Norris emphasized the unreliability of basal 
metabolic rate determinations in children, and Dr. W. A. 
Hailes and Dr. B. Kilvington agreed that medical super- 
vision was all that was required for the patient. 


Erythroedema. 


Dr. Grieve also showed a female baby, aged eight months, 
who was suffering from erythredema. The child was 
admitted to the Children’s Hospital on September 26, 1930, 
with a history of having had conjunctivitis six weeks 
before, double otitis media one week later, followed by 
photophobia, anorexia, a red colouration of the hands and 
feet, sudaminal rash and irritability. Extreme atonicity 
was observed, and the child adopted curious postures, 
especially the knee-elbow position. The child lost weight 
and general glandular enlargement occurred. The von 
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Pirquet test yielded no reaction. The child had been 
breast fed until-ten weeks of age, and was then given 
boiled cow’s milk in various dilutions with orange juice 
and “Ostelin.” She did well until she was five and a 
half months old. 


On admission to the hospital the child was extremely 
irritable and undernourished. She weighed only 5:04 
kilograms (eleven pounds three ounces); the average 
weight for her age was 7:65 kilograms (seventeen pounds). 
She had an erythematous rash, especially on the nose, face, 
hands and feet, and also on the back and abdomen. Sub- 
sequently fine desquamation occurred. Extreme atonicity 
was present. There was slight discharge from the eyes 
and photophobia was present. The deep reflexes were 
all active. Treatment consisted in a mixed diet with 
accessory food factors, such as “Bemax,” “Marmite,” orange 
juice and minced raw liver. At the time of the meeting 
the child was progressing well and had lost the irritability. 
Her weight was 5:94 kilograms (thirteen pounds three 
ounces), and only the atonicity and erythema of the face 
remained. Dr. Grieve pointed out that the illness had 
so far lasted twelve weeks, and that improvement had 
commenced on the eighth week. Dr. Grieve said that the 
addition of raw minced liver to the dietary of patients 
suffering from pink disease had been suggested by the 
experimental work of Boas, Findlay and Sterne on rats. 
These workers had produced the pink disease syndrome 
in rats and had found raw minced liver, fresh egg white 
and egg yolk useful in treatment. 


Dr. Grieve’s third patient was a child, aged ten months, 
who was suffering from erythredema of one month’s dura- 
tion. The interesting feature was that another child in 
the family, now aged four years, suffered from erythredema 
at the age of ten months. The child had been treated first 
by Dr. Galbraith, who had been anxious to try the effect 
of intensive calcium therapy, as it was thought that the 
nervous instability and the circulatory changes were due 
to calcium deficiency. Four intramuscular injections of 
one cubic centimetre of collosal calcium had been given 
during the two weeks the child was under observation. 
Calcium lactate was also given, and the diet consisted in 
acidified milk and orange juice. Acidified milk was used 
because it was thought that the acidity would help the 
absorption of the calcium. The child was making satis- 
factory progress. 


Meningitis Due to Mumps. 


Dr. Grieve’s fourth patient was a boy, aged ten years, 
who had recovered from meningitis due to mumps. The 
child was admitted to hospital on September 18, 1930, on 
the seventh day of his illness with mumps. His symptoms 
were vomiting, headache, fever, irritability and delirium 
for twenty-four hours. At that time he suffered from 
bilateral enlargement of the parotid and of the right sub- 
maxillary gland, together with stiffness of the neck. A 
lumbar puncture was done, and six cubic centimetres 
of slightly turbid fluid were withdrawn under increased 
pressure. The total cell count was 2,000 per cubic milli- 
metre, and the cells were mainly lymphocytes, although 
two polymorphonuclear and several endothelial cells were 
seen. The globulin reaction was obtained, and an estima- 
tion of the chlorides showed that they were not reduced. 
Sugar percentage was slightly increased, being 0-083. The 
lumbar puncture was repeated on three occasions and 
revealed a falling cell count. The child made a rapid 
recovery and was discharged two weeks after admission. 


Facial Scapulo-Humeral Muscular Dystrophy of 
Landouzy-Déjérine. 


Dr. H. LAawrENcE Stokes showed a girl, aged fifteen 
years, who was apparently a normal child until the age 
of five, when her mother noticed that she could not close 
her eyes completely. From that time onwards, the dys- 
trophy slowly but steadily progressed, and when shown at 
the meeting she had the typical wasted, expressionless face 
and the pronounced wasting of all the shoulder girdle 
muscles, except the sternocleidomastoid muscles. Dr. 
Stokes explained that this was typical of the scapulo- 


humeral muscular dystrophy of Landouzy-Déjérine. The 
lower limbs were normal, and she could readily stand 
up from the sitting position without help. Sensation 
was unaffected, and examination of the other systems 
revealed no abnormality. The patient had two sisters 
and a brother in whom no signs of this condition could be 
found. 


Pseudo-Hypertrophic Muscular Dystrophy. 


Dr. Stokes also showed a boy, aged fourteen years. He 
was shown as a contrast to the previous patient, and 
exemplified the common type of muscular dystrophy in 
a fairly advanced stage. His symptoms commenced when 
he was three years old, and he was the only member of 
the family affected. 


Congenital Syphilis. 


Dr. Stokes’s last patient was a male infant, aged three 
months. This child was apparently healthy until two weeks 
previously, when he suddenly became affected by the 
bilateral wrist drop. There was a definite swelling of both 
ulnar and radial epiphyses and considerable tenderness on 
palpating the right wrist. This was so pronounced on the 
first examination that the possibility of the presence of 
a traumatic epiphyseal separation complicating a syphilitic 
condition was considered. Radiological examination re- 
vealed epiphyseal and periosteal changes typical of con- 
genital syphilis, and the blood serum of the child and of 
the mother gave a positive reaction to the Wassermann 
test. Snuffles had been noticed for a few days, but there 
were no cutaneous lesions nor was the spleen enlarged. 
The general condition of the infant was excellent. The 
mother gave a history of syphilitic infection two years 
previously. She had one course of treatment, at the end 
of which her blood serum failed to react to the Wasser- 
mann test. She said that she had not realized the neces- 
sity for subsequent blood tests. 


Mental Tests. 


Dr. F. showed several patients in order 
to illustrate the value and the limitations of mental tests 
in psychiatric problems, together with the difficulty of 
interpreting the tests in the presence of emotional inhibi- 
tions. In addition, Dr. Williams showed a girl, aged 
thirteen years and seven months, who was in the fifth 
grade at school, though she was really only fit for the third 
grade on account of her inability to read. There was some 
difficulty with the letters of the alphabet; certain mono- 
syllabic words alone could be recognized or written. Figures 
could be recognized, but there was some deficiency in 
calculation. In spite of this, the child was socially adapt- 
able, useful in the house and mixed normally with other 


children. The eyesight was normal. There was some . 


degree of general mental retardation. The figure for the 
intelligence quotient by the Binet test was 80, and that 
for the Porteus test 79, but there was a considerable 
discrepancy between the ability to read and the general 
intellectual level. This, in Dr. Williams’s opinion, justified 
the diagnosis of word blindness. 


Poliomyelitis and Polioencephalitis. 


Dr. JEAN MACNAMARA presented a series of patients 
suffering from poliomyelitis and polioencephalitis to illus- 
trate serum therapy and the prevention of deformity by 
splinting. 


The first patient was a boy of three who was admitted 
to hospital on November 4, 1930, with a history of rest- 
lessness, fever and drowsiness of thirty-six hours’ duration. 
The parents brought him for treatment because they 
noticed that his hands were tremulous. The spine sign 
was present, and examination of the cerebro-spinal fluid 
revealed an increase of cells to 110 per cubic millimetre. 
A trace of globulin was present and the chlorides were 
normal. Human convalescent serum was injected intra- 
muscularly. On November 7 the patient was afebrile and 
hé went home on November 10. No paralysis could be 
detected. 
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The second patient, suffering from a more recent infec- 
‘tion, had been admitted the previous evening because 
the father had noticed the appearance, four hours before, 
of squinting, following thirty hours of drowsiness and 
fever. The cerebro-spinal fluid contained a trace of 
globulin, normal chlorides and an increase of cells. Serum 
was administered by intrathecal and intravenous injection. 
He was shown in order to demonstrate involvement of 
cranial nerves. Dr. Macnamara pointed out that this 
was a feature of the infections occurring in Melbourne. 
The temperature subsided and no further paralysis 
developed. 

The third patient, a boy, aged seven years, was shown 
in order to illustrate recovery after bulbar poliomyelitis. 
The patient was admitted on September 3, 1930, after 
malaise of five days’ duration, headache for two days, and 
vomiting for one and a half days. On admission, his 
temperature was 38-5° C. (101-4° F.). He was drowsy. 
The spine sign was present. He had paralysis of the right 
facial muscles, nystagmus and weakness of the left arm 
with tremor. The cerebro-spinal fluid contained a trace 
of globulin, 45 lymphocytes per cubic millimetre and 
normal chlorides. He was given serum by both intrathecal 
and intravenous injections. Photophobia and dysphagia 
persisted for several days during which he was very ill, 
but no further paralysis developed. The temperature 
subsided, and at the time of demonstration he had only 
the residual facial paralysis. The mother stated that his 
disposition had altered; he was miserable and cried readily. 
Dr. Macnamara said that this had been noted in several 
patients during the past year, but in the others recovery 
had occurred after three or four months. A splint had 
been made for the patie.t in order to prevent stretching 
of the facial muscles. An aluminium flange had been 
fitted to a denture applied to the teeth of the upper jaw. 
The flange held the right upper lip up, the lower lip down, 
and retracted the angle of the mouth to the degree of 
retraction of the angle of the left side of the mouth 
when the child was smiling. 

The next patient was a child of four, who was sent 
from the country on the day of the meeting, and although 
three weeks had elapsed since the onset of the illness, 
hyperesthesia and stiffness persisted. The paralysis was 
widespread, involving the muscles of the left arm and hand, 
the left quadriceps and the muscles of the right foot, hip 
and knee. The patient was shown in order to demonstrate 
the method of examining individual muscle groups. 


Two patients were shown whose initial paralysis had 
involved only one upper limb. Dr. Macnamara explained 
that it had been found more satisfactory to fix the whole 
child by means of a double Thomas splint and to abduct 
the arm by means of an extension piece therefrom than 
to use the old type of deltoid aeroplane splint and allow 
the child to walk. By recumbency the risk of scoliosis was 
avoided, for, as Dr. Macnamara explained, it had been 
found that the older ambulatory treatment with abduction 
of the arms frequently resulted in severe scoliosis. Both 
the children shown had paralysis of the hand as well 
as of the arm. A papier maché splint was fitted, in each 
instance, to prevent stretching of the paralysed muscles. 

In order to demonstrate the usefulness of papier maché 
for splinting of the hand, a patient was shown by the 
kindness of Sir Richard Stawell. Eight months foliowing 
the operation for appendicitis, the boy developed bilateral 
paralysis of the ulnar nerves. The condition was treated 
for five months without result. The loss of sensation was 
typical of the ulnar nerve distribution. Only the small 


muscles of the hands were paralysed. The deformity was — 


corrected by persistent splinting in the position of flexion 
at the metacarpo-phalangeal articulations and extension 
of the interphalangeal articulations of the fingers. Recovery 
was occurring steadily. 

Three patients suffering from paralysis of the short 
muscles of the hands were shown in order to emphasize 
the importance of careful examination at the outset to dis- 
cover whether these small muscles were involved, particu- 
larly the opponens of the thumb and the lumbrical muscles. 
In these three patients the whole arm had originally been 


paralysed. The shoulder muscles had been cared for and 
had recovered, but the neglected paralysis of the hand 
prevented the patients from using the limb. Dr. Macnamara 
emphasized the fact that if paralysis of the small muscles 
was detected early, careful splinting would obviate the 
necessity for subsequent arthrodesis. 


Bronchitis. 


Dr. K. CAMPBELL showed two patients who were suffer- 
ing from chronic bronchitis. In one instance the con- 
dition followed pertussis from which the patient suffered 
three months previously; this illness was accompanied by 
pathological changes in the antrum. The bronchitis of 
the other patient was of doubtful etiology. Both patients 
had been treated with “Ostelin’” and cough mixtures. 


The third patient with a persistent cough had been suc- 
cessfully treated by removal of unhealthy tonsils. 


Congenital Dislocation of the Hip. 


Dr. CHARLES OsBorN showed a patient who suffered from 
congenital dislocation of both hips. Treatment by manipu- 
lation and retention in plaster had failed to relieve the 
dislocation. Dr. Osborn then performed open operation. 
The Smith-Peterson incision was made and the hip joint 
exposed. The acetabulum was very poor and shallow. 
A new acetabular lip was fashioned with bone graft and 
the limb was put up in plaster with considerable internal 
rotation to overcome the anteversion of the neck. 

Dr. Osborn discussed the various difficulties to be over- 
come in the treatment of this condition. He referred 
particularly to the hour-glass contraction of the capsule, 
the shallow acetabulum and the anteversion of the neck. 
The latter presented the difficulty of retaining the head 
and neck in position when a subsequent subtrochanteric 
osteotomy was performed in order to bring the knee and 
leg into normal alignment. The method previously adopted 
had been to transfix the neck with a long metal pin in 
order to hold it in position while the osteotomy was per- 
formed and plaster was applied. This method presented 
some technical difficulties. 


Dr. H. C. CoLvILLe suggested using a method which he 
had applied to fractures of the shaft of the radius with 
rotation. He said that he inserted a metal plate into the 
slotted ends of the divided bone in the manner of a key; 
he had used a coin for this purpose. 


Genu Varum. 


Dr. Osborn showed a large child, one year old, with 
bow legs. The condition was particularly pronounced on 
the left side, and torsion of the tibie was noticed. The 
skiagram suggested that a condition of healed rickets was 
present. Dr. Osborn discussed the treatment of this 
condition and made particular reference to the torsion 
of the tibie which was difficult to overcome without 
osteoclasis. 

Genu Valgum. 

Dr. Osborn also showed a boy, aged four years, who was 
suffering from genu valgum. This boy’s pronated feet 
were first treated by clamped shoes. No improvement 
resulted on account of the knock knees. Radiological exam- 
ination revealed some signs of healed rickets. Dr. Osborn 
discussed the treatment of the various grades of genu 
valgum. 

“Uroselectan.” 

Dr. Osborn showed skiagrams taken from a patient whose 
renal condition had been investigated by the use of 
“Uroselectan.” He discussed the indications for its use 
and pointed out that in the case under discussion it had 
been used on account of inability to catheterize the ureters 
and as a functional test of renal efficiency. A nephrectomy 
had been performed on this patient for closed pyonephrosis. 


Abscess of the Lung. 
Dr. D. M. EmBetton showed a boy, aged seven years, 
who was admitted to hospital on January 21, 1929, with 
a typical abscess at the base of the left lung after tonsil- 
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lectomy two months previously. At the time of admission, 
the patient was coughing up quantities of offensive pus 
containing cocci and bacilli, but no tubercle bacilli. The 


Casoni test yielded no reaction, and X ray examination | 


of the nasal sinuses revealed no abnormality. The leuco- 
cyte count was 120,000 per cubic millimetre. After postural 
drainage and open air treatment for twelve months, the 
abscess increased in size and the general condition of the 
patient was retrogressing. In October, 1930, it was decided 
at the first favourable opportunity to cause collapse of 
the left lung by artificial pneumothorax rather than to 
undertake the more serious procedure of either thoracotomy 
or lobectomy. This was done at the beginning of Novem- 
ber, 1930. Dr. Embelton pointed out that cough and 
expectoration had practically ceased. Collapse of the iung 
was not quite complete owing to points of adhesion at 
the base of the left lower lobe, but the general condition 
of the patient was good and improving. The abscess cavity 
injected by “Lipiodol” was shown in skiagrams taken at 
intervals. of fifteen months. 


Nystagmus. 

Dr. Embelton showed a girl, aged fourteen months. The 
child was breast fed and was the only child of Jewish 
Polish immigrants. Birth had occurred by Cesarean sec- 
tion. Except for a slight attack of diarrhea at four months 
owing to supplementary feeding, the child had had no 
illnesses. She sat up and walked normally. At the age of 
four months the weight was 6-86 kilograms (fifteen pounds 
four ounces). The serum had not reacted to the Wasser- 
mann test. Mentally and physically the child appeared 
normal except for nystagmus, which was noticed when 
she was seven weeks old and had continued ever since, 
except for an interval of one week. The nystagmus was 
conjugate and horizontal to either side. It was present 
when the child was in the recumbent or in the erect 
posture. There was no head nodding nor were signs of 
rickets present. There was no muscle wasting and no 
ocular deficiency was observed. Dr. Embelton said that 
the condition was ordinary nystagmus as opposed to 
nystagmus due to ocular defect, mental deficiency, spasmus 
mutans and congenital family idiocy, which was a disease 
almost entirely confined to Jewish people. 


Separation of the Radial Epiphysis. 

Dr. W. L. CARRINGTON showed three patients who were 
suffering from separation of the lower radial epiphysis. 
The first child was brought for attention soon after an 
accident and reduction to perfect position was easy. The 
wrist was put up after reduction in a plaster mould in 
full flexion. The second child had been treated by the 
parents for “sprained wrist” for eight days before being 
brought for attention. An unsuccessful attempt was made 
to reduce the epiphysis by the casualty surgeon and a 
further attempt by means of Tubby’s wrench improved the 
position slightly, but there was still some dorsal displace- 
ment. No further attempts were made, the view held 
being that the anatomical and functional result would be 
good. The third patient had been treated for fourteen 
days for “sprained wrist” before being brought for 
examination, and by that time firm union had occurred 
with dorsal displacement and rotation of the epiphysis. 
Attempts had been made with Tubby’s wrench at correc- 
tion of the deformity, but they were unsuccessful, and 
the wrist, as Dr. Carrington explained, was being watched 
with the idea of performing osteotomy if the deformity 
increased. The functional result was very much better 
than the anatomical. 


Csophageal Obstruction. 

Dr. RAYMOND HENNESSY showed for purposes of com- 
parison two patients who were suffering from csophageal 
obstruction. Both were children nearly six years old, 
who had swallowed caustic soda some three or four years 
before. Both had been under continuous observation and 
treatment ever since. Both had recovered to the extent 
that they were able to eat ordinary diet with very few 
restrictions and very little preparation of the food. In 
neither instance had dilatation been carried out for four 
months. The point of interest lay in the method of treat- 


ment adopted: one patient was treated by dilatation from 


above with Chevalier Jackson’s bougies without 
gastrostomy; the other patient was treated by Gabriel 
Tucker’s method of retrograde dilatation.after gastrostomy 
had been performed. Gastrostomy of the last patient was 
still being maintained, but was not being used for feed- 
ing purposes. Dr. Hennessy said that it was proposed to 
close the gastrostomy at some future date if the present 
satisfactory state of affairs continued. 


Ophthalmic Conditions. 


Dr. Mark GARDNER showed several patients who were 
suffering from ophthalmic conditions. Included in the 
number were three with buphthalmia. In two of these 
cases he had performed double sclero-trephine operation 
some years previously with satisfactory results. 


Hemiparesis. 


Dr. A. P. DerHAm’s first patient was a boy, aged eleven 
years and four months, who was suffering from right-sided 
hemiparesis of upper motor neurone type affecting face, 
arm and leg in about equal degree. He first came under 
observation at the age of three weeks, suffering from 
diarrhea and “snuffles” of doubtful origin. He was a 
full-time babe and the birth was normal. His mother 
gave a history of previous miscarriages. Her response to 
the Wassermann test was recorded at this time as “feeble 
partial” and the baby’s as “negative.” At this time the baby 
had been given a course of hydrargyrum cum creta by 
mouth for about a year, but this had been discontinued as 
the blood serum still failed to cause a deviation of comple- 
ment by the Wassermann test. At the age of two months 
there was some convulsive twitching with conjugate 
deviation of the eyes to the left. At the age of two years 
he had a right-sided hemiparesis affecting the face, arm 
and leg was obviously mentally defective. His serum still 
failed to react to the Wassermann test. He commenced 
to talk at the age of two years and to walk at three years. 
He was considered to be suffering from a cerebral hemi- 
paresis of the birth injury type. Treatment was on 
mechanical lines to correct the deformity of his leg, and 
he was sent to a special hospital school where his mental 
condition improved. At seven years he had repeated right- 
sided convulsions of Jacksonian type and his mentality 
deteriorated. A mental test at the age of nine years showed 
a brain capacity on the seven percentile and a mental age 
of between five and six years. In 1930 he presented a 
picture of a typical right-sided paresis of upper motor 
neurone type. The left side of his body and limbs was 
normal. Pupils were equal and reacted to light and accom- 
modation. There was from 1-25 to 2-5 centimetres (half to 
one inch) of wasting of the right arm and leg, with 
apparent but no real shortening of the right leg. On the 
right side the deep reflexes were absent, but the plantar 
reflex was extensor in type. Deep muscle sense was 
apparently normal on both sides. The right knee joint was 
hyperextensible and the gait tabetic in type. The patient 
was presented on account of the unusual combination of 
absent knee jerk combined with extensor plantar reflex 
on the right side, and it was suggested that there was a 
multiple syphilitic lesion of the central nervous system 
involving the pyramidal tracts and also the posterior roots 
or columns. 

Dr. R. SourHsy pointed out that it was possible that 
there had been a birth hemorrhage causing pressure on the 
mid-brain and producing a lesion with paralysis of flaccid 
type. This was the original diagnosis, and, in view of the 
persistent failure to react to the Wassermann test, Dr. 
Derham was inclined to accept it as correct. Nevertheless, 
it was decided to have the cerebro-spinal fluid tested by 
the Wassermann test as a final point in diagnosis. 


Spasmophilia. 

Dr. Derham’s second patient was a boy, aged three 
years, who had been brought to the out-patient department 
suffering from laryngeal stridor of some months’ dura- 
tion. A provisional diagnosis of laryngeal papilloma had 
been made by a surgeon and he had been referred to Dr. 
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Hennessy in the Ear, Nose and Throat Department. On. 
laryngeal examination, Dr. Hennessy found that the vocal 
cords were taut and failed to separate on inspiration. 
There was no sign of papilloma or other organic laryngeal 
disease, and the boy was referred to Dr. Derham for 
investigation. Inquiry elicited the facts that the boy had 
made a crowing noise when breathing day and night for 
about a year. It was sometimes audible a considerable 
distance away, but his speaking and singing voice was 
only slightly aphonic. He was a full-time babe, breast fed 
for fifteen months, but had been given practically no milk 
since then. His diet had been deficient in fats, protein and 
vitamins, as his father had been out of work for many 
months. He had had no other illness and no signs of 
tetany or spasmophilia except slight twitching when 
teething. His elder brother had a chronic synovial 
effusion with some disorganization of one knee joint asso- 
ciated with a positive Wassermann reaction. The patient’s 
blood serum, however, failed to deviate complement in the 
Wassermann test. 

On examination the boy presented a typical adenoid 
facies, with scaphoid chest. X ray examination of his 
lungs showed no evidence of enlarged thymus or opaque 
foreign body, but showed increase of the right hilum 
shadow and increase of the pulmonary linear marking 
towards the right base suggestive of fibrosis and infiltra- 
tion in this area. Dr. Derham had considered that he 
might be suffering from an atypical form of spasmophilia 
and instituted treatment on those lines by administering 
calcium chloride, 0-5 gramme (eight grains), by mouth 
every four hours for three days. Cod liver oil emulsion, 
six cubic centimetres (three drachms), daily, sunlight, and 
an improved diet were ordered with great improvement. 

Dr. Derham said that the crowing noise was absent for 
the first time for about a year, and the general condition 
had ‘improved. Owing to the possibility of syphilitic 
infection the boy had also been given a mixture of mercury 
and arsenic thrice daily. It was proposed to remove his 
adenoids and tonsils in a week or two. 


Elephantiasis. 


Dr. Derham’s third patient, presented for Dr. Guy 
Springthorpe, was a boy, aged twelve and a half years, 
suffering from non-filarial elephantiasis of the right lower 
limb. At the age of ten months he had been admitted 
to the hospital suffering from an abscess in his right 
buttock and adenitis of his right inguinal glands. A 
year later he had scarlet fever and following this his 
inguinal glands were still enlarged and tender. The von 
Pirquet test yielded no reaction. Still Iater several of the 
chronically inflamed glands were excised. At the age of 
three years it was noticed that his right leg was larger 
than the left. At the age of eight his tonsils and adenoids 
were removed. At nine he was admitted with suppurative 
lymphangitis of his right calf and thigh. Multiple abscesses 
were incised. Six months later the circumference of his 
right calf. was thirty centimetres (twelve inches). At 
twelve years he was readmitted with mild adenitis and 
lymphangitis which subsided, leaving the calf circumfer- 
ence 32:5 centimetres (thirteen inches) and the ankle 
twenty-five centimetres (ten inches). Subsequent treatment 
had been attention to general hygiene, massage and rest. 

Dr. Derham said that it was interesting to note that 
‘this case fulfilled the conditions usually considered 
essential to the occurrence of this type of edema, namely: 
(1) venous obstruction, (2) lymphatic obstruction and (3) 
recurring attacks of lymphangitis. X ray photographs of 
the patient’s pelvis were shown, revealing dense shadows 
along the line of the right iliac vein which Dr. Colin 
Macdonald considered were calcified phleboliths. The 
general opinion of clinicians who saw this patient was 
against operative interference. 


Encephalitis Lethargica. 


Dr. ALAN McCuTcHEON presented a patient convalescent 
from acute encephalitis of lethargic type. The patient 
who was a boy aged ten years, was admitted to hospital 
on May 25, 1930, with a history of having suffered from 


giddiness, diplopia and vomiting. He was very drowsy 
and was unable to sit up owing to giddiness for five days 
before admission, but these symptoms had subsided. On 
admission examination revealed an intelligent boy with a 


‘temperature of 38° C. (100-4° F.), a pulse of 88; his pupils 


were equal and reacted to light and accommodation. 
Examination of his heart, lungs and abdomen revealed no 
abnormality. Examination of his nervous system revealed 
the following abnormal signs: his tongue when protruded 
tended to deviate to the right, his left plantar reflex was 
equivocal, there was a well defined nystagmus to both sides 
and downwards with the quickest movements and smallest 
amplitude on looking to the left, there was some ataxia 
of both arms and legs. On May 26, 1930, lumbar puncture 
preduced fluid under increased pressure, clear, containing 
ten white cells were cubic millimetre. The fluid did not 
give the globulin reaction, the chlorides were 720 milli- 
grammes per 100 cubic centimetres. The blood contained 
15,000 leucocytes per cubic millimetre. Some hesitancy 
and slurring of speech were noted at this time.. During 
the next few days the ataxia and the speech defect 
increased. A week later the ataxia and nystagmus had 
improved, but he could not walk alone. A month later 
he was still excitable, restless and clumsy, but was 
definitely improving. 

Dr. McCutcheon said that it was interesting to learn 
that at the age of four years the patient had had an illness 
the nature of which had not been diagnosed; he had been 
unable to walk for some time, but had recovered. His 
mother said that he had “scuffed” his feet for some years 
before his present illness. 

At the time of the meeting he was still improving. The 
chief abnormalities remaining were that he was restless 
at night, talked in his sleep, was nervous, easily startled, 
was a little self-willed and unreasonable, and showed a 
tendency to exaggerate. He talked clearly and intelligently, 
waiked almost normally and could run. His knee jerks 
were active, with a slightly exaggerated reaction on the 
right side. 

The patient was regarded as suffering from encephalitis 
lethargica with unusual improvement following on appar- 
ently severe nervous lesions with mental changes. 


Diathermy in Chronic Pneumonia. 

Dr. J. L. MEAGHER showed a child, aged two and a half 
years, to illustrate the value of diathermy in the treatment 
of chronic pneumonia. The patient was first seen in May, 
1930, when aged two years. An attack of measles at the 
age of one and a half years, complicated by pneumonia 
(presumably of the bronchopneumonic type) had been fol- 
lowed by a chronic cough, asthenia and nocturnal 
paroxysms of cough with dyspnea. Sigus of an infiltration 
at the right base were present on August 8, 1930. Con- 
ventional treatment failed to produce definite results by 
August 18, when diathermy treatment was _ instituted. 
Clinical improvement followed in four days’ time. At this 
period there was radiological evidence of resolution of the 
consolidation. Resolution was complete five weeks after 
this date. There was, however, a recrudescence of the 
symptoms and at the end of October fibrosis at the right 
base was manifest radiologically. The present state of the 
child was that of clinical cure, with good gain in weight 
and general well-being. Six diathermy treatments, each 
lasting twenty minutes, had been given. Ultra-violet ray 
therapy also had been used. The von Pirquet test gave no 
reaction. 

In the course of discussion emphasis was laid upon the 
importance of upper respiratory infections in producing 
chronic pneumonic conditions. The use of autogenous 
vaccines as a prophylactic measure was suggested. 


Radiograms. 

Dr. Cotin Macponatp showed numerous radiograms 
illustrating bone and chest conditions in childhood. 
Amongst them were the following: 

1. Bilateral intrapelvic protrusion of the acetabula of 
unexplained origin. Dr. Macdonald said that to such cases 
the term arthrokatadysis had recently been given by Jenner 
Verrale. This radiogram, in addition to the intrapelvic 
protrusion, showed bilateral narrowing of the hip joint 
spaces and premature epiphyseal fusion. 
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2. Examples of the two types of vertebral osteochon- 
dropathy, namely, Calvé’s vertebra plana and Scheuermann’s 
vertebral epiphysitis. 

8. New bone formation in tuberculous spine without 
secondary infection. Dr. Macdonald believed that the older 
radiological teaching that new bone formation does not 
appear in uncomplicated vertebral tuberculosis must be 
modified. Other examples. of new bone formation in tuber- 
culous osteitis might be mentioned—tuberculous dactylitis 
and the tuberculous osteomyelitis that occurred in the 
bones of the forearm. ; 

4, Well-marked periosteal reactions, associated with wide- 
spread bony metastasis, forming a clinically unsuspected 
hypernephroma. This patient had, during the course of a 
long illness, yielded a positive streptococcal blood culture, 
and this had suggested that the eed changes were due 
to the septicemia. 


| Dbituary. 


STANLEY JAMES DOCKER READ. 


WE regret to announce the death of Dr. Stanley James 
Docker Read, which occurred at Hall's Creek, Victoria, on 
April 23, 1931. 


DAVID GRANT. 


We regret to announce the death of Dr. David Grant, 
which occurred at Melbourne on April 27, 1931. 


Correspondence, 


SCARLET FEVER. 


Sir: The journal is to be congratulated on its insistence 
that the time is already past for the Department of Public 
Health to take some steps towards the modern prevention 
of scarlet fever, such as have been in vogue in America 
and enlightened European countries for at least three 
years. The milder nature of scarlet fever in this city in 
latter times is no protection against its most formidable 
sequela, nephritis. The first people to receive active 
immunization should naturally be those most liable to 
exposure, namely, the nurses, residents and employees of 
hospitals. 

At the Hospital for Sick Children, Great Ormond Street, 
all new nurses and housemen are simultaneously Dick and 
Schick tested and the susceptibles treated. A verbal offer 
on my part to do this at the Children’s Hospital, Sydney, 
where almost every year a certain number of nurses fall 
victims to one or other of these diseases, received no 
further encouragement. The next step should be through 
the School Medical Service, along the lines followed by 
the London County Council: scheme. Finally, the great 
public schools (each of which should be provided with a 
resident school doctor if boarders are accommodated) 
should follow suit. ‘However, as found in one of these 
institutions, it is one matter to discover positive reactors, 
but quite another to persuade the parents that active 
immunization should follow and then to find adequate and 
reasonably priced supplies of toxin. Education of public 
opinion and satisfactory local supplies of the necessary 


materials must therefore be undertaken from. the 
beginning. 
Yours, etc., 
_ “DICKENS.” 
April 13, 1931. 
POLIOMYELITIS. 


Sm: In the journal of April 11 Dr. Royle commented on 
a statement I had made in Adelaide concerning the 
symptoms preceding the onset of paralysis in poliomyelitis. 


May I suggest that the reason for our difference of 
opinion may be found in a sentence of Dr. Royle’s letter 
concerning his records: “In a mumber of instances the 
mode of onset is not specifically stated.” 

Since reading in 1925 the description by Draper of the 
dromedary type, the mode of onset has been the subject 
of detailed inquiry in the cases we have had in Victoria, 
and it has been the routine practice to ask the parents 
details of the history during the fourteen-day period 
preceding paralysis. 

In many instances the history volunteered by the parents 
describes paralysis following a day of apparently normal 
health, but on further questioning one has elicited the 
story of illness separated from paralysis by an interval 
of apparent recovery. This interval may be long enough 
to cause the initial illness to be disregarded or regarded 
by the parents as irrelevant to the history of paralysis. 

While admitting that in the earlier months of an 
epidemic particularly, the symptoms of the preparalytic 
stage may be mild, if this point of the mode of onset be 
made one of special questioning, I think Dr. Royle will 
find that the paralysis has been preceded by some days of 
illness either of the straggling type or the definite 
dromedary type described by Draper. 


Yours, etc., 
JEAN MACNAMARA. 
_12, Collins Street, 
Melbourne. 
April 14, 1931. 


THE VERNES TEST AS APPLIED TO SYPHILIS. 


Sm: Dr. A. E. Finckh’s letter’in the journal of April 11 
with reference to my paper on the above test contains a 
quite legitimate criticism, namely, that the Vernes test, 
as tried out at the Conference on the Serology of Syphilis, 
held at Copenhagen in 1928 under the auspices of the 
Hygiene Committee of the League of Nations, gave a less 
percentage of positive reactions than the average obtained 
by ten other methods. 

May I be allowed a few comments on this statement? 
Included in the fifteen methods originally tested at Copen- 
hagen were seven complement-fixation methods (that is, 
Wassermann and its modification) and eight flocculation 
reactions (that is, along similar lines to the Kahn and 
Vernes tests). The conference set out by emphasizing four 
basic requirements in any satisfactory test for syphilis: 
(i) Practicability, that is, not requiring too elaborate or 
complicated technical details; (ii) sensitiveness, that is, 
it should pick out a high percentage of cases of syphilis; 
(iii) specificity, that is, it should not pick out any false 
positives or only a minimal number; and (iv) clear cut 
reactions, that is, there should be as small a percentage 
as possible of doubtful reactions. 

My first criticism of Dr. Finckh’s objection is that “an 
average” of the results of a number of different tests, 
some good, some bad, judged according to the four criteria 
set out above, cannot be used to condemn any one of them. 
The best might be as far or even further from the average 
than the worst. My next point is that three tests stood 
out as being highly specific, in that they gave very few, 
if any, false positives. These were: (i) The Wassermann 
test, as carried out by Harrison and Wyler, (ii) the Kahn 
test, as carried out by Kahn, and (iii) the Vernes test, as 
done by Vernes. 

The third point is that while the Kahn test was easily 
first in picking out a high percentage of positive cases 
(with 61%), the Harrison (with 42%) and the Vernes 
(with 39%) were not very different from one another. 

Clinicians will probably be surprised to learn that the 
most approved Wassermann method, according to these 
Copenhagen tests, only gave 42% of positives from 502 
cases of syphilis. It is fair to state, however, that of the 
502 cases 300 were described as “latent.” 

My last point, and the main one, in reference to the 
Vernes test is to repeat a sentence which occurred in my 
paper (THE MEDICAL JOURNAL OF AUSTRALIA, February 28, 
1931, page 250, first paragraph): “.. . it cannot be too often 
repeated, an isolated index figure has no absolute value; 


‘it is the graph which is significant and trustworthy.” 
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In my own department it is a matter of satisfaction 
that the three tests which gave the above results in the 
Copenhagen trials, are the ones in regular use, and it 
may be said that both for diagnosis and control of treat- 
ment an increasing number of medical practitioners are 
proving the truth of Vernes’s claim: “It is the graph, 
taken from a series of blood tests, which is significant and 
trustworthy.” 

Yours, etc., 
Harotp A. Wooprvrr. 

Bacteriology Department, 

University of Melbourne, 
April 20, 1931. 


Books Received. 


SEX AND A CONTRIBUTION TO = 
TION D THE PREVENTION OF NER: 
DISHASES. by R. V. Storer, M.R.C.S., L.R.C.P., wie rr 
introduction by J. S. Purdy; Fourth Edition ; 1931. 
London: John Bale, Sons and Danielsson Limited. Crown 
8vo., pp. 150. Price: 4s. 6d. net. 


A COMPEND ON BACTERIOLOGY INCLUDING PATHO- 
GENIC PROTOZOA, by R. L. Pitfield, M.D., and H. W. 
Schaffer, M.D.; Fifth Edition; 1930. Philadelphia : P. 
Blakiston’s Son and Company. Crown 8vo., pp. 317 with 4 
plates and 82 other illustrations. Price: $2. 00 net. 

——s MENSTRUAL BLEEDING, ITS TREATMENT 

Y X RAYS AND THE MANAGEMENT OF PATIENTS 
SUFFERING FROM CANCER OF THE BREAST. Two 
Papers, by F. Hernaman-Johnson, M.D., D.M.R.E.; 1930. 
London: H. K. Lewis. Demy 8vo., pp. 24. Price: 2s. net. 

TEXTBOOK OF HUMAN EMBRYOLOGY, by C. S. Simkins, 
- Ph.D.; 1931. Philadelphia: F. A. Davis Company. Royal 
Sve. PP. 483, with 263 illustrations, some in colour. Price: 

ne 

THE CRISIS IN AUSTRALIAN TO 1931: 
DOCUMENTS ON BUDGETARY ECONOMIC 
POLICY, with Introduction by E. O. and D. B. 

Copland: 1931. Australia: and Robertson. Crown 
nts pp. 208. Price: 5s. net. 

A TEXTBOOK OF LABORATORY DIAGNOSIS, WITH 
CLINICAL APPLICATIONS FOR PRACTITIONERS AND 
STUDENTS, by E. E. Osgood, M.A., M.D., H. D. 
Haskins, MD.; 1931. Philadelphia : Biakiston’s Son 
and Company. Royal 8vo., pp. 495, with 21 “wes in the 
text and six coloured plates. Price: $5.00 net. 

THE ig arth OF INTERNAL DISEASES, by W. Boyd, 
M.D., M.R.C.P., Dipl. Psych., F.R.C.S.; 1931. Philadeiphia : 
Lea and Fobiger, Royal 8vo.. » PP. 904, illustrated with 298 
engravings. Price: $10.00 


Diary for the Wontbd. 


12.—New South Wales Branch, B.M.A.: Ethics Committee. 

May 14.—Victorian Branch, B. M.A.: Council. 

May 19.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 

May 22.—Queensland Branch, B.M.A.: Council. 

May 26.—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 

May 27.—Victorian Branch, B.M.A.: Council. 

May 28.—South Australian’ Branch, B.M.A.: om. 

May 28.—New South Wales Branch, B.M.A.: nch, 

JUNE 2.—New South Wales Branch, B.M.A.: and 
Science Committee. 

JUNE 3.—Victorian Branch, B.M.A.: Branch. 

JUNE 4.-—South Australian Branch, Council. 

JUNE Branch, B.M.A.: 

JUNB 9.—New South Wales Branch, B. M. Committee. 

JUNE 11.—Victorian Branch, B.M.A.: Council. 

JUNE 12.—Queensland Branch, B.M.A.: Council. 

JUNE 16. —New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 


Wedical Appointments Vacant, etc. 


For announcements of medical appointments vacant, assistants, 
locum tenentes sought, ete., see “Advertiser,” page xviii. 


PertH HospitaL, PERTH, WESTERN AUSTRALIA: Radiologist 


and Radium Therapeutist (male), Junior Resident 


Medical Officers. 


sbiseosk: practitioners are requested not to ply for any 
appointment referred to in the following table, thout — 
first communicated with the Honorary Secretary of the Br, 
named in the first column, or with the Medical Secretary of the 
British Medical Association, Tavistock Square, London, W.C.1 


BRANCH. APPOINTMENTS. 


Australian Natives‘ Associati 

Ashfield and United” Friendly 
Societies’ Dispe: 

Unitel “Friendly Societies’ 


Friendly Society Lodges at Casino. 

New Watugs:| Leichhardt and Petersham United 

Honorary Secretary, Friendly Societies’ Dispensary. 

135, Macquarie Street, Manchester Unity Medical and_ Dis- 
Sydney. pensing Institute, Oxford Street, 


Sydney. 

North Societies’ Dis- 
mit 

Pe Prudential Assurance Company, 


Limited. 
Phenix Mutual Provident Society. 


All Institutes or Medical Dispensaries. 

VicToRIAN : Honorary | Australian Prudential Association, Pro- 

Secretary, Medical prietary, Limited. 

Society Hall, East | Mutual National Provident Club. 
Melbourne. National Provident Association. 

other appointments outside 
ctoria, 


Members desiring to accept appoint- 
ment in ANY COUNTRY HOSPITAL, 
agreement to the Council before sign- 

ing, in their own interests. 

ary Secretary Brisbane Associated Friendly Societies’ 

Building, Medical Institute. 

Street, Brisbane. Mount Isa Hospital. 

Mount Isa Mines. 

Toowoomba Associated Friendly Societies’ 
Medical Institute. 


Sourn Avs All Appointments in South Aus- 


Secretary, 207, North 
Terrace, Adelaide. All aContract Practice Appointments in 


‘ 


WESTERN AUsS- 


TRALIAN: Honorar 
Secretary, 65, Saint All Contract Practice Appointments in 
Western Australia. 


Npw ZBALAND (Wel- 
lington Division) : Friendly Society Lodges, Wellington, 


Honora: Secretary, New Zealand. 
Wellington. 
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Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
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——- JOURNAL OF AUSTRALIA alone, unless the contrary be 
stated. 
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